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NUMBER 8 


Recent Developments 
in Allergic Sinus Therapy" 
By EDWARD E. EDMONDSON, M.D., Oph. D., Quanah, Texas 


LL who treat sinus disorders ap- 
-Apreciate the careful studies of the 
nasal sinuses made by R. H. Skillern! 
and A. W. Proetz2 which clearly indi- 
cate the difficulties of reaching disor- 
dered sinuses by irrigation, that some 
cases clear up quickly and others are 

quite resistant to medical and surgical 
‘therapy. 

Hansell made pertinent observations 
of a large number of cases and found 
the blood picture to be different in the 
cases in which allergy was discovered 
as a cause or in association with infec- 
tion of the sinuses. 


Eosinophiles are now regarded as the 
most frequent blood picture of an aller- 
gic process. Gradwold writes that “A 
pure eosinophilic response is indicative 
of a pure allergic process,’’4 while a 
mixture of both eosinophiles and pus 
cells indicates an infection superimposed 
on an allergic sinus. 

The cases which respond readily to 
the usual nasal irrigations are the in- 
fections, and the unimproved condition 
is due to the presence of allergic in- 
volvement. 

Allergic Sinusitis 

Allergic sinusitis is improved only by 
employment of anti-allergic medication, 
this can be accomplished occasionally 
by parenteral injections and almost al- 
ways by anti-allergic irrigation.5 

Baum made a study of the incidence 
of nasal allergy in Denver and compared 
it with nasal infection and found the 


*Authors abstract of an article which appeared 


in The Tex. S. J. M., Jan. 1944 


incidence greater than that of bacterial 
sinusitis and concludes as follows: ‘“‘Fi- 
nally, I wish to emphasize that accord- 
ing to my experience, focal infection 
from the nose and sinuses is exceedingly 
rare and nasal allergy exceedingly com- 
mon. However, the former diagnosis is 
made more frequently than the latter. 
There is a tendency to class every devi- 
ation from the normal under the generic 
term of sinus disease, apparently with- 
out thought of the possibility that the 
condition might be allergic.’”’ 


Studies of the pathology and histo- 
pathology of sinus allergy have been 
made by F. K. Hansel? who gives numer- 
ous roentgenograms of sinuses almost 
completely filled by edematous fluid of 
a serous character containing large num- 
bers of eosinophiles. 


Acceptance of allergic sinus involve- 
ment as part of the picture of nasal 
allergy as defined by Dorland§ as: ‘‘An 
acute nasal catarrh and conjunctivitis, 
scmetimes bronchial asthma. It is caused 
by the presence of some substance to 
which the person is sensitive.’’ This com- 
plex has become known to the public 
as “thay fever.’’ 


Allergic sinus involvement is based on 
the presence in the nose of hay fever, 
and cannot be eliminated by antiseptic 
measures which clear the average in- 
fectious type of sinusitis. This type of 
disorder may be treated by the same 
surgical technique as the infectious vari- 
ety, but the medicinal agent must be able 
to remove the subjective and objective 
symptoms due to the presence of that 
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substance to which the patient is sensi- 
tive. 


The New Medication 


In a report of several years research 
in nasal allergy, carried on by the ear, 
nose & throat faculty and staff in Emory, 
Tulane and Arkansas, satisfactory relief 
was observed by the investigators.9 In 
some instances relief has lasted for more 
than fifteen years. 


This medicament and technique are 
based on the view that complete restora- 
tion of normal conditions to the nasal 
and sinus membranes in allergic cases 
might modify the symptoms, both ob- 
jective and subjective, which these per- 
sons had suffered. Chemicals of the oli- 
godynamic type of metallic salts which 
have the properties of antisepsis, as- 
tringence, and desensitizing hypersensi- 
tive membranes were gradually selected 
and used in all classes of nasal allergy 
and in all degrees of severity of symp- 
toms with good results. There was a 
gradual decrease in severity of the as- 
sociated bronchial asthma, reduction of 
the tumescence of the swollen structures 
in the nasal cavity, and improvement in 
the sense of smell where previously 
anosmia was complete or nearly so. The 
cessation of the subjective symptoms of 
sneezing, itching, burning, and nasal dis- 


charge of a serous character were ob- 


served as 
cleared. 


With removal of the hay fever symp- 
tom complex, the sinuses which depended 
on the allergy of the nose have been 
observed to decrease in severity of at- 
tacks, and in many instances to disap- 
pear as the nasal allergy was removed. 
In those cases where persistence was 
noted after the hay fever symptoms were 
completely eliminated, irrigation of the 
sinuses brought about the desired result. 
The sinus cases which had: a secretion 
picture of both infection and allergy (as 
indicated by the character of the blood 
cells present) were also cleared, since 
the solutions with which the sinuses were 
irrigated has been shown by the Bac- 
teriology Department of Arkansas Uni- 
versity to have the same bacteriostatic 
power as the standard solutions currently 
employed in irrigating sinus infections.19 
One is therefore able to remove both 
the allergic symptoms and the bacterial 
invasion of the sinus by means of the 
same solution. 


the objective symptoms 


This antiallergic solution is composed 
of anhydrous cupric and zinc sulphates, 
specially compounded with dry glycerol, 
to which is added a saturated solution 
of galvano-colloid silver, and this modi- 
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fied in strength to be used as a local 
nasal application, dropped in the eyes 
of cases suffering allergic conjunctivitis, 
or used as an irrigation fluid in the 
sinuses. The strength of this solution is 
increased to meet the tolerance of the 
patient, but not so rapidly as to become 
a severe: irritant. Usually the strengtl 
employed at the beginning of applica 
tions is less than 1 grain to the ounc: 
of diluent depending on the hyperes- 
thetic condition of the membrane 
treated. 


Technic 


The medicament used is applied to th: 
affected mucous membranes by mean 
of cotton tampons about three-fourths of 
an inch in width and long enough to fit 
comfortably the full length of a six and 
one-half inch Jansen nasal forceps blade 
This tampon is dipped into the solution 
to be applied, and all excess is expressed 
from the tampon by passing it through 
the tightened blades of a dressing for- 
ceps. This procedure also thins the tam- 
pon to knife-blade thinness, which faciii- 
tates its passage into the upper part of 
the nose. Another tampon is then intro- 
duced in like manner into the lower por- 
tion of the nasal cavity, (see Figs. 1 
and 2.). These manipulations should be 
as gentle as possible and the tampons 
should be allowed to remain in position 
for twenty or thirty minutes to permit 
the solution to bathe the surfaces of the 
membranes until no further local reac- 
tion occurs. 


The throat is treated by applying a 
swab of cotton on a curved retronasal 
applicator up under the soft palate, (See 
Fig. 3) reaching the area of the sphenoid 
sinuses and out into the fossae of Rosen- 
mueller. A second application is used in 
the oropharynx and carried as far down 
as the laryngopharynx. This cleanses 
the entire postnasal space with the solu- 
tion. 


There is a wide range of difference 
in the time element required for com- 
pletion of a course of effective treat- 
ment. This ranges from a few weeks 
to as much as three months when ap- 
plied daily, and possibly the time is 
longer when the applications are less 
frequent. Bronchial asthma, if associ- 
ated, may be favorably modified by the 
intranasal applications. Thus far a large 
percentage, possibly a majority, enjoy 
full relief as the nasal structures are 
restored to normal appearance and func- 
tion. The conjunctivitis which is associ- 
ated with allergy, sometimes being the 
only allergic symptom and in others be- 
ing associated with hay fever, sinus 
involvement and bronchial asthma, is 













ALLERGIC SINUS THERAPY 













aus 
, a \ I 
SS AX \} 


\s 


WEL 









Fig. 1. Schematic drawing showing the application of the cotton to the area of the 
frontal sinus in the nasal cavity. The forceps is first inserted a short distance into the 
nares, the blades are loosened and withdrawn a half-inch, and then re-engaged, con- 
tinuing to push the cotton further into the nose until it occupies the area indicated. 

Fig. 2. Application of the solution to the lower half of the nasal cavity. The pro- 
cedure here is the same as that described for Figure 1. 


Fig. 3. Application of the solution to the sphenoidal area of the nose. A retropharyn- 
geal applicator with an appropriate cotton pledget treated with the solution is gently 
inserted into the nasopharynx, with the patient holding a full breath. The end of the 
applicator is elevated so that the solution is applied to the region of the sphenoid 
sinus. Extreme gentleness is used in the application, following which the applicator 
and pledget are quickly withdrawn. 
















the quickest to feel relief. The eyes that results are complete elimination of 
usually clear within three weeks, and in the entire set of both objective and 
some instances within a shorter time. subjective symptoms if the applications 
The technique of treating the eyes are carried through to full effect (with- 
which has served my purposes best is out persistent applications, no good re- 
































nM Hto have the patient come to the office sult may be anticipated). 
it once daily and receive several instilla- There is no need for expatriation of 
1¢ fitions during a period of 30 minutes and the patient, as it has been repeatedly 
C- Bifollow this by having the patient instill observed that the patient, once cleared 
the solution in the eyes throughout the of all symptoms may continue to reside 
a fiday and night as often as there is a_ jn the same locality and remain engaged 
al §sensation of stinging, which the solution jn the same occupation without further 
ee Bpromptly relieves with each application. recurrence of the former allergy. This 
id § The technique of irrigating the sinuses has an important advantage over older 
n- §varies with the accustomed procedures’ types of treatment, in that the social 
in fof different men, all of which are ef- security and social life of the patient 
vn Miiective, but this should be repeated daily need not be disturbed or disrupted. 
es @ill all symptoms disappear for several Investigation in its field of application 
lu- Hiays, and, as in the case of the eyes suggests that this product is of merit in 
the weakest dilution is employed. general rhinolaryngology as an astrin- 
ce The safety element is important. The gent, and antiseptic, in addition to its 
m- @research observations, extending over a_ value in air-borne allergy of the upper 
at- Bperiod of from five to fifteen years with- respiratory tract. 
ks Hout any witnessing of manifestations Summary 
ap- et hypersensitivity or anaphylaxis, axe Intumescence: Application of this 
is ffered as testimony of the safety in product (Edmondson Formula) to mu- 
ess Hemploying or prescribing this product (44; membranes of the nose, naso-phar- 
vci- Bor intranasal and intra-sinus application. ynx, oro-pharynx and laryngo-pharynx 
he Feports from each of the investigators when these structures are swollen from 
ge fress the absence of any untoward ef- Gither infection or allergic reaction pro- 
joy fects in their use of the preparation. duces a gradual shrinkage of the in- 
are Advantages of the Method tumescence. This shrinkage may be car- 
ne ff There is no danger of anaphylactic Tied to the physiologic degree if the 
se reaction, no need for differential skin @PPlications are repeated to effect, fol- 
en test to determine the offending atopen lowing which there 7 a quite satisfactory 
nus Wor it is observed that the five most duration of the result. 







important classes of atopens yield to the Desensitization: This is accomplished 
use of this product equally well), and by repeated application of gradually 
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increasing strengths of the product, em- 
ploying each strength till complete tol- 
erance is established before using an 
increase in strength. 

Discharge: This is gradually reduced 
as the tissues are restored to normal 
size and color, with fhe relief of the 
subjective symptoms of itching, sneezing, 
burning which in turn fade out as 
progress is made in_ repetition of 
applications. 

Complications: Bronchial asthma, of 
the type associated with hay fever and 
sinus allergy frequently fades in equal 
pace with the reduction of the charac- 
teristic symptoms of nasal and sinus 
allergy. 

Conjunctivitis: This most distressing 
complication has been observed to yield 
to instillations in the eyes at frequent 
intervals if carried on for from two to 
three weeks. 
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Distinguishing Red and Pus Cells in the Urine 


By JULIUS S. WEINGART, M.D.,* Des Moines, Iowa 


It is not difficult to distinguish between 
red blood cells and white blood cells in 
the urinary sediment, since the red cells 
are clear, slightly yellow disks as con- 
trasted to the granular appearing white 
cells. 

If there is still doubt, put a cover glass 
over the drop of urine and use the high 
power (dry, not oil immersion) lens. 
Add a drop of strong acetic acid to the 
urine — the red cells will disappear, and 
the nuclei of the leucocytes will be 
visible. 


Clumps of Pus Cells 


It should be remembered that if there 
is pus to a pathologic degree — or per- 
haps one should state it, leuococytes in 
pathologic numbers — there will always 
be clumps of them. I have seen grave 
errors arise from assuming that a con- 
siderable number of unclumped leuco- 
cytes indicate kidney or bladder infec- 
tion. Acute appendicitis, salpingitis and 
other conditions can result in unclumped 
leucocytes. 

Axiom: Only when there is evident 
pus, as shown by a great number of 
clumped leucocytes, is it safe to infer 
that actual inflammation of some part 
of the urinary tract exists. 


Detection of Urinary Bleeding 


A good procedure, when looking for 
urinary bleeding, as in the diagnosis of 
renal stone, is to centrifuge the urine 
and then look at the sediment at the 
bottom of the tube with a hand lens or 
with the ocular (eye piece) of the micro- 
scope. A small red clump thus visible 
carries more conviction of actual bleed- 
ing. In addition to confirmation under 
the microscope, a benzidine or guaic 
test can be done on this specimen. 


The Practitioner’s Responsibility 


It would seem hardly necessary to 
point out that the person who is respon- 
sible for the diagnosis should be just as 
anxious to see the urine in a case under 
his care as to count his pulse or listen 
to his heart. 


Yet, far too often, the practitioner, 
when confronted with a difficult prob- 
lem in differential diagnosis, reads only 
the report of a technician and lets it go 
at that. In any case, gross inspection of 
the urine should not be neglected. He 
should wish to know and see whether 
there is an actual pus sediment, whether 
there is gross bleeding or not, and so on. 


712 Parnell St. 
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Sitz Bath for Post-Operative Perineal Care 
By A. P. HUDGINS, M.D., Charleston, W. Va. 


\HE use of a sitz bath for postoperative 

perineal care, following surgical pro- 
cedures on the perineum, has been found 
to be very satisfactory, both in gynecolog- 
ical and obstetrical work. The author 
has previously reported favorable re- 
sults using this method of treatment. The 
purpose of this paper is to report a 
change to gut sutures in the additional 
cases so treated with satisfactory results. 


Vhile non-absorbable suture had pre- 
viously been used, regular size O chromic 
gut has been used in a large number 
of subsequent cases with equally good 
results. 


The non-absorbable, cotton suture was 
used in the early cases because of the 
possibility of disruption of the wound 
when submerged in fluid. The good ef- 
fects of the post-operative care have 
been retained while the time consuming 
procedure for the physician and the more 
or less painful procedure for the patient, 
that of removing these sutures, has been 
eliminated by the use of absorbable 
chromic gut. 


Of the subsequent cases, over 150 in 
number, (150 previously reported) there 
were two disruptions of the wound. One 
of these was an elderly woman who 
had the repair for correction of relative 
incontinence of the bowels. The other 
was following an episiotomy on a healthy 
primipara. They both happened to be 
in the same hospital at the same time; 
which may, however, have been an en- 
tirely incidental finding. 

The previous reports!:? included a de- 
tailed description of a special method of 
perineal repair, worked out by the writer 
to permit the removal of all the non- 
absorbable sutures, even from the deep 
muscular layers. Since the non-absorb- 
able sutures are found to be unnecessary, 
the method of repair — that is, the 
surgical technique — is not to be dis- 
cussed here but is left to the discretion 
of the individual operator. 


The procedure of the sitz bath is quite 
simple. It consists in placing the patient 
in two inches of hot water; using the 
regular bath tub or the especially pre- 
pared sitz bath chair. To this two inches 
of hot water, is added one glassful each 
of coarse salt and ordinary vinegar. This 
makes the solution not only antiseptic, 
by the formation of a mild hydrochloric 
acid solution, but also hypertonic; thus 
tending to draw fluid from the perineal 
wound area and reducing any tendency 
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1-BASIN SEAT FOR SOLUTION 
2-HEATING UNIT 
3-HEAT CONTROL SWITCH 
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Fig. 1. Sitz Bath Chair with heating device. 


to edema. Edema is at times quite a 
factor in perineal work. Some workers 
also report that vaginal wounds heal 
much better in the acid medium. 


The use of sitz bath as post-operative 
care involves early rising for both ob- 
stetrical and surgical cases. A special 
chair (See Fig. 1.) has been devised with 
a heating attachment which maintains 
heat to tolerance in the basin seat which 
holds the solution. This chair may be 
moved into the patient’s room, thus fa- 
cilitating nursing care. This special chair 
may also eliminate the necessity for 
monopolizing the bath room facilities for 
a period of twenty to thirty minutes — 


which is the required duration of each 
treatment. 


Sitz baths 
advantages: 


have the following 


1. Reduction of the possibility of infec- 
tion and disruption of the wound. 


2. Aiding in the prevention of edema 
and swelling of the perineal wound. 


3. Increasing the patient’s comfort and 
sense of cleanliness. 


4. It is applicable in dirty or con- 
taminated cases with vulva infection— 
or when the wound is potentially in- 
fected. 


5. It facilitates nursing care — because 
there is less odor and beds are less 
soiled. 


Summarized, this means greater as- 
surance of satisfactory healing and a 
more comfortable post-partum course. 


It has been quite noticeable that pa- 
tients who have received the conserva- 
tive, dry heat treatment at previous 
hospital stays for post-partum repair, 
have expressed themselves favorably — 
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often requesting this form of treatment 
because of the comfort it affords and 
the feeling of cleanliness which it gives. 

Among the first cases used in the 
series which prompted the original trial, 
were cases with lacerations which had 
been delivered at home, often unshaven, 
and then brought into the hospital for 
repair. The prompt healing was so grati- 
fying that the method was adopted as 
a routine procedure. 


It is the opinion of the writer that the 
sitting posture early in the post-partum 
or post-operative period is of advantage. 
It must be remembered that the vaginal 
canal runs backward and that it acts 
as a cup to hold any serum which may 
become a culture medium. The sitting 
posture empties this cup-like structure, 
thus disposing of the potential culture 
medium. The solution in the sitz bath 
also cleanses the vulva and lower vagina. 
It was observed, during this series, that 
there were definitely fewer and milder 
post-partum, low grade temperatures 
than during the period when the ‘stay 
in bed’’ care was followed. 


Out of Bed First Day 


The author advises getting the patients 
out of bed on the first post-operative 
day, whether it be after a delivery or 
seme operative procedures — including 
laparotomy. It is true that some of these 
patients feel weak; that a very few may 
actually faint — the first day they are 
allowed out of bed. The nurses, and 
sometimes the patients, are somewhat 
cencerned about this when it occurs the 
day following an operation. 


It must be remembered, however, that 
this ‘‘fainty’’ feeling is usually present 
the first day of arising; whether this be 
the day following the operation or the 
tenth or the twelfth day. In these 300 
cases, not one significant, or unfavorable 
eftect resulted from this method of treat- 
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ment — which included, of course, early 
rising. 

If the patient is advised concerning 
this and told of the good results to be 
xpected, she is usually tolerant and 
cooperative. It may be added here that 
if the patient expresses any marked re- 
luctance to follow such a procedure, it 
is not urged. It has been found, however, 
that these same patients frequently re- 
quest this method of treatment after a 


few days when they learn how much? 


better other patients feel who have fol- 
lowed the routine — and how much more 
quickly they recover. The advantages of 
early rising have been brought forth and§’ 
explained on several occasions (Chalier3, 
Florchen4, Lethausr5). 

In the entire series there was only 
one case of post-partum infection. This 
was a very unsatisfactory, uncooperative 
individual whose treatment before being 
admitted to the hospital, and certain 
other factors in the post-partum period, 
were potential causes of infection. 


Bibliography 
1. Hudgins, A. P.; Perineal Repair with 
Cotton and Postoperative Sitz Baths; iki 
W. Va. Med. J., Vol. 37, July, 1941. 


Hudgins, A. P.: Perineal Repair with; 
Nonabsorbable Suture and Postopera- 


tive Sitz Baths; Am. J. Ob. & Gyn.ff.; 


Vol. 45, No. 4, April, 1943. 


. Chalier, A.: Early Rising After Ab- 
dominal Operations; Progress. Med 
44:2053-2059, 1929. 


. Florcken, H.: Getting Up Following 
Surgical Operations; Munchener Med- 
izinische Wochenschrift, 83:917, 1936. 


. Leithauser, D. J. and Bergo, Howard 
L.: Early Rising and Ambulatory Ac- 
tivity after Operation. A Means of 
Preventing Complications; Archives 

of Surgery, 42:1086 (June) 1941. 


— 


COMING ARTICLES 


Latent Phlebitis and Rheumatism 


Blood Pattern as a Clue to Diagnosis of Cancer 


Otto Meyer, M.D. 


H. Leonard Bolen, M.D. 


Ultraviolet Blood Irradiation Therapy (Knott Technique) . .George Miley, M.D. 


Inguinal Hernia (Its Structure and Repair) 


F. A. Helmbold, M.D. 





Training and Healing After Apoplexy 


By W. G. ELIASBERG, M.D., New York, N. Y. 


HERE is, in the clinical medicine of 

the 19th Century, a long history of 
an underrating of physiological functions 
and an overestimation of the anatomical 
structures and believing in the ‘scar’ as 
the foremost result of healing proces- 
ses. To the older surgeons and phy- 
sicians, functions were somewhat redo- 
lent of arbitrariness, artificiality, and 
malingering. But the patients were not 
so much interested in the scar as they 
were in the restitution of the function. 
This viewpoint prevailed especially in 
the treatment of the diseases of the 
nervous tissue, with its slow, if any, tend- 
mncy toward anatomical restitution. 
hose masters in the theory of the dis- 
eases of the brain, Broca and Wernicke, 
were content to state that disorders of 


od, fspeech after brain strokes improve or 


deteriorate spontaneously. With no im- 
provement after half a year, the prog- 
nosis was thought to be very bad. The 
amount of attention in such seemingly 
‘Kiilapidated cases was practically nil, 
whether they were hospitalized or taken 
are of in the family. In a horrible lone- 
liness, recollective of one lying alive in 
‘Ih coffin, the patient had to carry on, 
vith little or no possibility of expressing 
his feelings or thoughts to his beloved 
mes, and often his desperate attempts 
ffowards contacting people were misin- 
erpreted as insanity. A really distress- 
ng situation for a patient whose _ in- 


Language is one of the strongest so- 
ializing factors. The child gropes his 
ay into the world of the adults, clinging 
» words comparable to a blind man 
ose fingers clutch whatever they may 
each. But speech is not a process of 
bstract learning. Linguistic abilities are 
mterwoven at every phase with emo- 
onal responses. 
Who should do the training? This is 
ne of the most important questions and 
be answered only after investigating 
the merits of the individual case, but 
urprising results can be reached through 
hanges in the social surroundings in 
ommbination with a modern physiologic- 
y oriented training. 
It was not until medicine was con- 
ronted with the problem of compensa- 
for industrial accidents and lia- 
lity cases that the thinking in terms of 
inction and performance got new stimu- 
. Compensation is not given for ana- 
mical deformities and only rarely for 


disfigurements. Being temporarily or 
permanently incapacitated means _in- 
ability to perform. And this needs not 
only a static analysis, but also prognosis 
for years to come. Will there be a de- 
cline of the function, or, better adjust- 
ment in due lapse of time? Can this 
be influenced through competent train- 
ing? 

In years of work, the pedagogues in 
the institutions for the deaf, the mute, the 
blind and the feeble-minded have found 
methods that have proven useful. The 
pedagogy of the defects is built upon 
the idea that another sense or another 
function must be used as a substitute. 
In the training of the deaf mute, and the 
aphasiacs, whether children or adults, 
should we try to build up the function 
of acoustomotoric speech or should the 
substituting function be promoted? There 
are good reasons why we choose the 
acoustomotoric speech. Writing, as well 
as thinking, are in keeping with the 
spoken language. But if we do so, is 
the pathway of the child and of the 
normal school the only one? Here the 
answer is negative. We often have to 
rebuild the original function, but we 
must use substitutes in the instrumenta- 
tion, according to age, previous train- 
ing, individual endowment, sensory type, 
etc. 

Thus within the last 25 years, espe- 
cially based on the experiences gathered 
in World War I, a collaboration was 
established between the critical sense of 
the doctors and the perhaps exuberant 
optimism of the pedagogues. The result 
was what we now call remedial peda- 
gogy of the disorders of the functions 
of the nervous system. The general and 
comparative psychology of training, 
learning, memory, etc., proves highly 
useful in this reconstruction work. 

The type of personality plays an im- 
portant part among the conditions of 
functional recovery. Generally speaking, 
suffering inhibits personality. Preoc- 
cupation and withdrawal are the results. 
Therefore, one finds very often queer, 
odd, musing, thoughtful, gushy character- 
types among patients with any disorder 
of the speech, be this stuttering or apha- 
sia, or any other impediment of the 
linguistically mediated social contacts. 
There are other unexpected reactions, a 
kind of Faustian urge that can be best 
described in Goethe’s words, 

“Thus in desire I hasten to enjoyment, 

And in enjoyment pine to feel desire.”’ 
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Such personalities, when pronouncing 
sentences, long for abstract rules while, 
when such rules are given to them, seek 
the implement of concrete speech. 

During the training of brain injured, 
one may often observe a combined cir- 
culatory and psychological breakdown 
which was called by Kurt Goldstein 
“‘catastrophe reaction.’’ This is the rea- 
son why such training must be done 
under the competent supervision of the 
physician. Otherwise the patient may be- 
come frightened, may resist the train- 
ing, and the whole condition may de- 
teriorate; even new strokes may occur. 

There can be no question whether we 
should treat patients with aphasia and 
correlated disorders, not only because of 
the tribulations which we already men- 
tioned, but also because of the not in- 
frequent rehabilitation of personalities 
who up to the stroke held higher position 
on the social and economic level. 

There are interesting introspections of 
great physicians who had to go through 
the vale of pain, and the slough of des- 
pond. Thus, Forel, the great Swiss psy- 
chiatrist, through assiduous self-train- 
ing, recovered from a stroke to such a 
degree that he was able to deliver lec- 
tures on aphasia, using his own experi- 
ences. This author was privileged to lis- 
ten to one of Forel’s lectures. 

But there is much more to it. There 
are patients who, after injuries to the 
brain, were able to develop their per- 
sonalities, become creative artistically, 
and climb upward on the social ladder. 
It may be interesting in this context that 
in a symposium on the lobotomy of the 
frontal lobes, cases of artistic produc- 
tiveness developing after this opera- 
tion were related. At any rate, the gen- 
eral intelligence of the patient is often 
not impaired. 

We have to differentiate between gen- 
eral testing of the aphasic patient (Head, 
Weisenburg, Theodore, & McBride, Apha- 
sia, a Clinical and Psychological Study; 
N. Y. Commonwealth Fund, 1935) and 
the intelligence testing of the aphasic 
patient. The presuppositions of intelli- 
gence testing are as follows: (a) Distinct 
functions can be reached by distinct tests. 
There are tests for each different func- 
tion; (b) The functions remain identical 
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from the lower to the higher organiza- 
tional types of the mind; (c) The per. 
formances increase continuously from the 
lower to the higher rung of the ladder 
These three assumptions we might cal] 
“naive anthropomorphisms’’ and while a 
comprehensive analysis is not within the 
scope of this paper, one may say that 
the numerical evaluation of intelligence 
tests is not very important for the re- 
training of the aphasic patient. 


This author developed methods for the 
demonstration of abstraction processes 
in patients with aphasia to show that 
they have a normal intelligence at their 
command (Eliasberg, W., Psychologie 
und Pathologie der Abstraction, 1925) 
In this way, the general ability of Will- 
ing could be evaluated and this may 
become very important in surrogate 
court. It is a fact that the partial func: 
tions of the speech may suffer to quite 
different degrees. Such patients may, 
even be able to solve arithmetical prob- 
lems. So there is no reason why disposi- 
tions as to their estate should not be 
heeded. There are, on the other hand 
patients with an astonishing command 
of polite conversational phrases and volu-: 
bility in generalities, who are absolutely 
helpless when confronted with numerals 
This, of course, would exclude their abil- 
ity of sensibly bequeathing specific 
amounts. To convince the courts in such 
cases, one must keep exact records. 

The general practitioner can do valu- 
able work for his individual patient if 
he cares to acquaint himself with the 
practical methods. The interested prac- 
titioner will certainly be called upon to 
collaborate in those greater organiza- 
tional units that will have to take care 
of the victims of the war. Such centers 
should do research work in the field of 
training, retraining, rehabilitation, patho- 
psychological industrial fatigue and 
should train nurses, speech pathologists. 
etc. who could carry out the daily rou; 
tine under the physician’s supervision. 
Not the least among the assignments 
of such centers is vocational guidance 
for brain injured patients. 

There are arable fields now where 
years ago barren desert stretched. 


420 West End Avenue. 


SOCIAL TRENDS 

““Few persons realize that what is called ‘a great 
social trend’ is no more than the propaganda put 
out by the opponents of a free society to confuse, 
disorganize and disarm the defenders of that society. 
There is no such thing as an irresistible social trend. 
It only becomes so when everyone ceases to resist 
it.’—Prof. Hartey L. Lutz, Princeton Univerity. 





Successful Treatment of Extreme Allergy 
to Bee Body and Bee Venom‘ 


By EVELYN G. McLANE, A.B., M.D., Jackson, Minnesota 


AM dividing this paper into four parts: 

1. Presentation of case; 2. Technic of 
treatment; 3. Results to date; and 4. 
Outstanding conclusions. 


Presentation of Case 

In June of 1937, a white woman of 43, 
married, mother of five children; was 
seen in state of complete shock; was un- 
conscious, blue, had indurations of face 
and entire body; pulse and blood pres- 
sure was not detectable, movements of 
thorax were present but complete spasm 
of glottus made respiration impossible. 
No life was apparent but this movement 
of the thoracic barrel. Treatment for 
severe shock was followed quite quickly 
by consciousness. 

This woman had married an apiarist 
when she was seventeen years old. Bees 
had never troubled her until in 1923, 
when she developed a painful wheal at 
the site of a sting. After this she had 
occasional reactions of allergic type, 
often severe, with uterine bleeding start- 
ing almost at once after a sting. Symp- 
toms grew rapidly worse, and any mem- 
ber of the crew, who cared for the bees 
could neither be near her. nor in the 
house without hay fever and asthma ap- 
pearing. During the six months of the bee 
season, she could not sleep over five 
minutes without asthmatic type of 
cough. It was apparent that she would 
have to leave the family during this sea- 
son, that the husband would have to 
change his life-long occupation, or that 
medical help would have to be obtained. 


Treatment 

The Arlington Chemical Company of 
Yonkers, N. Y., prepared, on request, an 
extract of whole bee body in four dilu- 
tions: one to 100,000; one to 10,000; one 
to 1,000 and one to 500. I did a skin 
scratch test of powdered whole bee body, 
which was powerfully positive, even de- 
veloping hay fever and asthma. I ruled 
out seasonal and regional pollens, by 
skin tests. Subcutaneous injections of 
dilutions of whole bee body were given 
at intervals of two or three days, start- 
ing June 13, 1939, finishing August 23, 
1939, giving in total, 30 injections. The 
first dose was one minim of 1:10,000,000 
dilution. The injections were increased 
in potency, according to reactions, until 
the last dose was 40 minims of 1:500. 


*Author’s abstract from Minnesota Medicine. 


Vaginal bleeding started about 30 min- 
utes after each injection, until the last 
few. Reactions at first were severe, re- 
quiring adrenalin; symptoms being itch- 
ing, large wheals, facial swelling, wheez- 
ing, coughing and pelvic bleeding. 

After these 30 injections, I tried, fear- 
fully, a bee sting. A more severe sting 
was obtained than I had intended, and 
the reaction was severe enough to re- 
quire three minims of adrenalin. Within 
ten minutes, she _ flushed, itched, 
coughed, had woodiness in the extrem- 
ities, and vaginal bleeding. Blood pres- 
sure changed from 118/70 to 80/55; pulse 
rose from 80 to 130. In one hour, she was 
free from discomfort, and fell asleep. 
Six stings were given at weekly inter- 
vals. Then the patient felt that the re- 
actions were becoming so mild that she 
could take them at home. The observed 
stings were taken from Aug. 26, 1939, 
through Sept. 30, 1939. The total period 
that I had been treating her was from 
June 13, 1939, through Sept. 30, 1939; a 
total of 110 days. She had almost no 
symptoms with the Sept. 30th sting. 


Results 

It was necessary to find how perma- 
nent her desensitization was. She varied 
the intervals between stings, and finds 
that during winter seasons she is with- 
out any trouble if a sting is taken every 
three weeks, and about every week in 
the summer. Accidental stings are of no 
discomfort. This past summer of 1943, 
due to labor shortage, she has been 
needed as a helper and has been able to 
work with the bees directly, and develops 
no allergic symptoms. It appears, at this 
time; that she will have to continue, 
indefinitely, the sting treatment, intervals 
being determined by circumstances. 


Outstanding Conclusions 


1. One case is limited material for 
study. 

2. Desensitization in cases of allergy 
to bees (their venom or/and their bodies) 
can be obtained by graduated subcuta- 
neous injections of extract of ground 
whole bee body, followed by experi- 
mentally spaced bee stings. 

3. It might be well to include a bee 
test in efforts to diagnose etiological 
factors in cases of suspected or obvious 
hypersensitivity. Throughout rural areas, 
many farmers keep a few hives of bees. 
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Salt a Cause of Deafness and Sinusitis 


By FRANK GRAHAM MURPHY, M.D., Mason City, Iowa 


~— increased consumption of so- 
-dium chloride is the most common 
cause of deafness and sinusitis. The 
cause: During the last fifteen years it 
has been learned that the free ingestion 
of table salt is a preventive of muscular 
cramps and heat stroke when the tem- 
perature is high and when excessive 
perspiration takes place, thereby reduc- 
ing the normal salt reserve to a dan- 
gerous degree. To replace this excessive 
loss of sodium chloride in hot weather, 
salt tablets are distributed in industrial 
plants and the public generally is en- 
couraged to partake freely of this saline 
whenever perspiration is increased for 
a considerable length of time. 


No warning is given of its dangers 
in cool weather. While health columns 
in the lay press extol the virtues of a 
free consumption of salt in hot weather 
none of them call attention to its fre- 
quent injurious effects when used freely 
in moderate and cool temperatures. Be- 
cause of this neglect the public assumes 
that salt may be eaten freely at all 
times and is harmless. Many consume 
too much and consequently the number 
of persons who suffer from sinusitis and 
deafness is increasing. 


Dangers of Salt 


It is a little difficult for many to grasp 
the idea that the over consumption of 
this ingredient is detrimental to health 
as they are so familiar with the fact 
that salt has been used since ancient 
times and still savors the _ edibles 
at every meal. It is a common practice 
among some Chinese who wish to com- 
mit suicide to drink a pint of a sat- 
urated solution of salt. A quart will kill 
a horse or a cow. Though the ocean 
waters are far from being a saturated 
solution they who become stranded at 
sea dare not drink of it though they 
may be dying of thirst. Pigs may be 
killed when brine from a pork barrel is 
offered them. Poultry raisers know that 
chickens and other feathered creatures 
are easily killed when salt is put in 
their food. 


There is a normal salt reserve in the 
body tissues, though when an excessive 
amount is consumed the kidneys are un- 
able to excrete the over supply unless 
assisted by free perspiration. When the 
temperature is moderate or cool this 


perspiration does not take place. Nature 
then attempts to reduce this excess of 
salt by forcing it into other organs or 
tissues causing them to become edema- 
tous. When salt is thus forced into the 
tissues every gram binds seventy grams 
of water and this waterlogged condition 
(edema) is what takes place in the ears 
and sinuses when not eliminated through 
the natural physiological channels. When 
as much as a pint of a saturated solution 
is drunk all of the tissues of the body 
become swollen and death soon takes 
place. 


A Cause of Deafness 


The liking for salt is an acquired taste 
like that of alcohol, tobacco, coffee and 
tea and contributes nothing to the nec- 
essary nutrition. The taste of salt is ob- 
jectionable to the inhabitants of coun- 
tries in many parts of the world who 
enjoy the normal amount of good health. 
Providing that difficulty in hearing is 
not caused by ear wax it has been 
my observation during the last ten and 
more years that excessive salt consump- 
tion is the most common etiological fac- 
tor in deafness as well as in sinusitis. 


It is the sodium in sodium chloride 
that is the hydropic agent. Consequently 
sodium eaten in excess in any other 
manner is equally harmful. Many take 
sodium bicarbonate every day thinking 
it is harmless or drink it from a bottle 
in antacids prompted by the propaganda 
they hear over the radio or read about 
in press advertisements. While the over 
consumption of sodium in any form is 
the greatest offender in ear or sinus 
trouble other fluid retention foods con- 
taining a high percentage of calories as 
bread and sugar when too freely eaten 
must at times be considered and particu- 
larly in children. The freedom is which 
many children are permitted to indulge 
in candy is little less than tragic. 


More often the adult suffers more 
from his salt eating and children from 
sweets of some variety or wheat bread 
though this is not always true. 


The over indulgence in these fluid re- 
tention foods appears to affect primarily 
the lymph tissues of the middle ear, 
eustachian tube and the naso-pharynx. 
This hydropic disturbance may be but 
little noticed until a severe cold is con- 
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tracted when the subject becomes an 
easy prey to infection of these organs. 
When salt eating is the cause of the 
complaint, it is not so much noticed in 
warm weather when sweating takes 
place more easily. Because some elimi- 
nate their sodium chloride more readily 
than others accounts for the ill effects 
suffered by some and not so much by 
others who may consume an equal 
amount. 


The activity of the pancreas and the 
varied amount of insulin secreted in dif- 
ferent individuals is the answer to the 
great variation in those who suffer from 
deafness and sinusitis when too much 
carbohydrate food is consumed. A care- 
ful questioning of the patient’s dietary 
habits will invariably indicate the ingre- 
dient most likely to be the etiological 
element in his complaint. Keeping in 
mind that the old toper is in his own 
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opinion a temperate drinker, many pa- 
tients think they are moderate consum- 
ers of salt, concentrated starches or 
sugars when in reality they ingest one 
or more of them is sizable quantities. 
For many years my practice has been 
confined almost exclusively to diseases 
of the eye, ear, nose, and throat and 
during that time few operations or vari- 
ations in treatment has escaped my 
consideration. For over a decade, the 
elimination of one or more of the fluid 
retention ingredients mentioned in this 
communication has been advised and 
with such general satisfaction that com- 
monly no other treatment has been found 
necessary. The time required for relief 
or recovery naturally varies. While 
no one claims it to be a cure-all in this 
limited field of*practice, it is most satis- 
factory when carefully carried out. 


305 First National Bank Building. 


Electronics in Modern Medicine 
Therapy 


TYPE OF TREATMENT REMARKS AND ELECTRICAL 


CHARACTERISTICS 


Low frequency relaxation oscillator sometimes 
used. 


Delivers potentials with controlled output at 
one to ten cycles per second, 


Sparks jumps to skin. Used to remove malig- 
nant growths. 


Frequency of the order of 1 to 3 megacycles,) 
50-300 watts power. 


Frequency of the order of 20 to 75 megacycles, 
50-500 watts power. 


Delivers controlled 6000 voltage and current for 
a preset interval. 


X-rays have a 30-trillion to 30-billion megacycle| 
frequency. 


Uses a wave length selected within the range 
2800 to 3300 A.U. 


Uses a wave length selected within the range 
7000 to 20000 A.U. 


Generally mechanical, but it may be tube oscil- 
lator driven. 


Vibrations of 10 to 500 ke per second delivered 
to air, solids or fluids. 


Sharp, contrasty pictures with simple and safe 
procedure required. Fluoroscopic methods often 
used. 


Pulsating Currents 
(Corticle Stimulators) 
Low Frequency Sine Waves 
Spark Therapy (Electrodesiccator) 
Long Wave Diathermy 
Short Wave Diathermy 
Shock Therapy 
X-Ray Therapy 


Ultraviolet Therapy 


Infrared Therapy 


Vibration Therapy 


Supersonic Therapy 


X-Ray (Radiography) 


Surg. Bus., Oct., 1943 
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GRADUATE COURSE 


The Surgical Anatomy and 
Disorders of the Perianal Space* 


The perianal space is situated at the 
termination of the anal canal. Morpho- 
logically it represents part of the proc- 
todaeum. Clinically it is the area where 
painful lesions of the lower bowel occur. 
To understand and treat these maladies, 
an accurate knowledge of its anatomy 
and physiology is needed. 

Contents of the space.—The space con- 
teins the subcutaneous part of the 
sphincter ani externus muscle, the ex- 
ternal haemorrhoidal venous plexus, and 
fat. It is enclosed by sensitive skin and 
prolongations of the longitudinal muscle 
of the bowel (fig. 1). 

The subcutaneous sphincter ani ex- 
ternus muscle.—-This is the sole encir- 
cling muscle of the terminal part of the 
anal canal. It is a separate and distinct 
portion of the tripartite external sphinc- 
ter ani muscle. The other two parts en- 
circle the upper part of the anal canal 
surrounding the longitudinal and circu- 
lar muscles of the rectum. The sub- 
cutaneous external sphincter ani muscle 
is separated from its fellows and the 
rectal musculature above by the inter- 
*E.T.C. Mmuican, 


of Royal 
Soc of Med., Sept., 
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muscular septum, a termination of the 
longitudinal muscle. 

On its inner surface, it is covered by 
the skin of the anus. Intervening be- 
tween the muscle and these skin cover- 
ings is the corrugator cutis ani muscle 
and the external haemorrhoidal venous 
plexus. On the outer side, it is in con- 
tact with the perianal fat. The muscle 
is palpable throughout its whole extent. 
When in spasm, it stands out conspicu- 
ously. 

Cutting the Sphincter 


In defaecation it should dilate. Apart 
from this, it has no active or indispen- 
sable part in defaecation. In the human 
being, it can be cut in any way without 
ill-effect upon defaecation or continence. 
Continence depends on the rest of the 
anal musculature. 

Clinical facts-—-The subcutaneous 
sphincter ani externus is the structural 
cause of fissure-in-ano. If there were no 
subcutaneous sphincter, there would be 
ne fissure. Fissure does not recur when 
the muscle has been cut, so this opera- 
tion is followed by permanent cure. For 
the proper functioning of the muscle, it 
should reJax and dilate to allow the 


CIRCULAR MUSCLE 


CORRUGATOR 
cums AN} 


PUSO-RECTALIS 
MUSCLE 
‘ iSCWI0-REC TAL SPACE 
. ) -TWREE PARTS OF 
\ EXTERNAL 
SPWNCTER AMI 
MUSCLE 


So sam PERIANAL 
cS oa EXTERNAL 
- Maes WAEMORRAKOIDAL PLexus 


SPACE 


SKIN OF ANAL CANAL 


SKIN OF ANUS 


Pat 


Fig. 1. Diagrammatic coronal section of anal canal to show relations of perianal space. 
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Fig. 2. a—Fissure-in-ano with corrugator muscle exposed. b—Fissure-in-ano with external 
haemorrhoidal plexus exposed. c—Fissure-in-ano with subcutaneous external sphincter exposed. 


solid formed stool to pass through. It 
needs the daily dilatation of solid faeces 
tc keep it dilatable. Should this mecha- 
nism fail through the habitual use of a 
daily aperient, especially of the saline 
type, then the accidental passage of a 
hard stool pushes the undilated muscle 
in front of it, stretches the delicate skin 
of the anal canal and causes a breach. 

The circular fibres of the subcutaneous 
external sphincter ani are exposed 
where the fissure penetrates through the 
fibres of the corrugator cutis ani muscle 
(fig. 2c). 

The main tracts of fistulae following 
infection of the perianal fat enter the 
anal canal usually above (the low anal 
fistulae) but sometimes below the mus- 
cle (the subcutaneous fistulae) in the 
proportion of three low anal to one sub- 
cutaneous. 

It will be seen later on that the mus- 
cle can be cut with advantage in fis- 
sure, in perianal abscess and in both 
anal and ano-rectal fistulae. 

The skin of the anal canal and skin 
of the anus.—The inner and lower aspect 
of the perianal space is covered by two 
varieties of skin. The lower % in. of the 
anal canal is transitional skin. The skin 
of the anus is true skin with sebaceous, 
sweat glands and hairs. The two types 
of skin can be identified by their ap- 
pearance. If the skin of the anal canal 
appears at the verge or margin of the 
anus, it is evidence of early prolapse of 
the pile. 

The outstanding clinical characteristic 
of this lining is its sensitivity. It is the 
sentinel that guards the rectum and it 
is most sensitive to painful stimuli. Its 
sensitivity is the reason why lesions of 
the perianal space and its contents pro- 
vide most of the painful lesions in proc- 
tology. The mucous linings of the anal 
canal and rectum lying above are not 
sensitive to painful stimuli, and so lend 


rosing injections. Stimulation of the skin 
causes reflex contracture and closure of 
the external sphincter ani especially the 
subcutaneous part. Lesions of the skin 
such as fissure or haematoma of the 
external haemorrhoidal venous plexus 
cause spasm of the underlying muscle 
which in turn increases the pain of the 
causal lesion. 

Rectal examination.—It may be useful 
to point out that the normal skin lining 
is not sensitive to digital examination 
by the lubricated finger or instrument, 
providing there is no lesion of the peri- 
anal space. The patient draws away or 
holds himself tightly because the in- 
serted finger causes the defaecation re- 
flex and the patient becomes embar- 
rassed. He should be assured that 
defaecation cannot occur. 

There are two methods of examining 
the skin of the anal canal to demon- 
strate its concealed lesions, viz., digital 
and instrumental. The lining can be seen 
as it is everted by digital traction on 
the skin of the anus, while the patients 
help by straining down. Tubular, slotted 
or duck-billed specula will demonstrate 
the normal lining or the presence of a 
tiny haematoma, fissure, polyp or sinus. 
If the lesion is painful, a perianal anaes- 
thetic is necessary to prevent suffering. 

Redundancy of the skin over a large 
distensible haemorrhoidal venus plexus 
at the site of the three haemorrhoids is 
often seen. In these cases, there need be 
no hesitation in removing enough skin, 
in the skin cut of haemorrhoidectomy, 
to get flat wounds to insure satisfactory 
healing by second intention. 

Healing of the skin of the anus, after 
operation, is sure and satisfactory. Large 
areas of perianal skin can be removed, 
as in removal of skin tags and in the 
treatment of anorectal fistulae. It is 
wise never to remove the full circle of 
skin. Indeed it is never necessary. Stric- 


themselves to painless, submucous scle- ture would follow and, at the sensitive 
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skin level it is difficult to treat. Unlike 
stricture of the mucosa it is inelastic 
and painful to dilate. In removal of 
haemorrhoids, intact skin bridges or 
bars of at least % in. wide should be 
left between the three skin cuts to in- 
sure healing. 

Neatly trimmed flat wounds will al- 
ways heal. First intention is uncertain 
and succeeds in but a few cases so it 
should be abandoned for this area. Evi- 
dence of failure of the method of third 
intention is seen in the unhealed fistulae 
which all call for treatment by the 
method of second intention. 

Healing of wounds of the skin of the 
anal canal is slow compared to the 
healing of the skin of the anus. W. B. 
Gabriel has recognized this fact in plan- 
ning his operation for fissure. A large 
area of the quickly healing skin of the 
anus is removed to prevent its healing 
before the smaller bare area of the 
skin of the anal canal heals. It is a 
curious fact that this transitional skin 
between mucosal lining and true skin 
should be so reluctant and hesitant to 
heal. 

Pruritis ani.—-The skin of the anus is 
the site of pruritus ani in all its mani- 
festations. It is here that the pleasure 
and relief by scratching turns into the 
pain of smarting and burning. e in- 
jection of novocain and proctocain into 
the perianal space causes anaesthesia 
of the skin and for a time stops itching 
sensations. The skin now untraumatized 
by scratching can return to normal, es- 
pecially if bathed and treated. 

Fissure-in-ano.—This is a painful ver- 
tical abrasion of the skin of the anal 
canal or of the skin of the anus, so it 
might be named fissure-at-anus. It is 
a stubborn fact of clinical experience 
that healing is uncertain. Indeed months 
may pass and healing be absent or un- 
sound. The vertical slit varies greatly 
in length and depth. It may be but an 
eighth of an inch in length and situated 
in the anal canal just below the muco- 
cutaneous junction. Here it is difficult 
to see on account of pain and spasm 
demanding a perianal anaesthetic in- 
jection for exposure. The fissure rarely 
extends upwards beyond the mucocu- 
taneous junction which is the region of 
the attachment of the longitudinal mus- 
cle and so the submucous space is rarely 
opened. More commonly, the ulcer ex- 
tends downwards to the skin of the anus 
when it may be half an inch long and 
easily seen by gently separating the 
anal verge. It now has the tell-tale sen- 
tinel pile. 

The depth of the ulcer varies. In some. 
only the skin is broken and the radiating 


fibres of the sensitive corrugator cutis 
ani muscle are visible. In others, the 
ulcer penetrates the corrugator muscle, 
exposes the venous plexus or even the 
circular fibres of the subcutaneous 
sphincter ani externus (fig. 2A). The 
perianal space has now been opened and 
subcutaneous abscess or fistula can oc- 
cur. These anatomical and pathological 
facts may give us valuable data for 
prognosis and treatment. To relate them 
is a profitable field for further clinical 
research. 

It is the practice to treat uncompli- 
cated fissure first with perianal injec- 
tions of proctocain (oil soluble, long 
acting local anesthetic). If this does not 
give relief or if there are subsequent 
recurrences, then operation, which gives 
permanent relief, should be undertaken. 
Recurrences are likely to occur if the 
inherited or acquired anatomical abnor- 
mality of the part is associated with 
perverted bowel function. Division of the 
subcutaneous external sphincter ani and 
enlargement of the skin wound is the 
radical cure. 


The longitudinal muscle.—Whereas the 
circular muscle of the rectum ends sim- 
ply and abruptly at the lower third of 
the anal canal in a well-defined margin, 
the longitudinal muscle ends in a more 
complicated way. It attaches the rec- 
tum to surrounding structures and ends 
in four fibromuscular expansions, viz: 
The septum of the ischiorectal fossa; 
the intermuscular septum; the corruga-: 
tor cutis ani muscle; the recto-urethralis 


Regioti of ano-rectal 
mng 
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Deep and super- 
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Fig. 3. Showing the terminations of the 
longitudinal muscle (in red): (1) Intermuscu- 
lar septum. (2) Corrupator cutis ani muscle. 
(3) Septum of the ischiorectal fossa. Recto- 
urethralis not shown. 
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muscle (fig. 3). The first three surround 
the perianal space except at its outer 
aspect. They influence diseases in this 
area. 


(1) The septum of the ischiorectal 
fossa extends outwards from the lower 
part of the longitudinal muscle across 
each ischiorectal fossa dividing it into 
an ischiorectal space above and the 
perianal space below. 

The thickness, strength and extent of 
this fibromuscular fascia vary in dif- 
ferent subjects. The septum prevents 
infection which starts in the perianal 
space from spreading upwards. It also 
confines for a time the deep and diffi- 
cult ischiorectal abscess. Surface signs 
of inflammation only become apparent 
when the septum is penetrated and the 
perianal space involved. 


(2) Corrugator cutis ani muscle.—This 
muscle is attached to and closely under- 
lies the skin of the anal canal and skin 
of the anus. It is a prolongation down- 
wards and outwards of the intermuscular 
septum in a radiating sheet. With the 
skin, it covers the lower aspect of the 
perianal space. The muscle itself is very 
thin but can always be identified by its 
attachment to the skin, for traction on 
its exposed or cut surface pulls on the 
skin. Identification and complete divi- 
sion of the corrugator muscle indicate 


that the proper depth has been reached 
in the skin cut in haemorrhoidectomy 
and that a clean dissection of the ex- 
ternal haemorrhoidal venous plexus off 


the exposed subcutaneous’ external 
sphincter can then proceed. It is a sensi- 
tive muscle and in perianal injections 
of anaesthetics the patient should be 
warned when the needle traverses the 
muscle. It should be infiltrated with 
anaesthetic solution when there is to be 
a skin cut under local anaesthetic. With 
the skin, it prevents in most cases the 
natural release of the painful blood clot 
in perianal haematoma. Infections under 
this muscle cause fistulae whereas ab- 
scesses under the skin alone usually 
discharge and heal. 

The muscle is exposed in fissure and 
its radiating fibres seen or it may be 
penetrated by the fissure (fig. 2). 

The external haemorrhoidal venous 
plexus.—Although often circular in out- 
ward appearance, the external haemor- 
rhoidal venous plexus is arranged in seg- 
ments or compartments and corresponds 
to the three primary piles of which it 
may be looked upon as a termination. 
Like other structures in this region, it 
may be large in size but poorly de- 
veloped. Its outer border is well defined 
encircling the anus. Its upper or inner 
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Fig. 4. Dissectior. to show attachment of 
longitudinal muscle to the middle of the pile 


border is at the intermuscular septum 
inside the anal canal. Here at the muco- 
cutaneous junction, it joins the internal 
haemorrhoidal venous plexus. The outer 
and inner borders indicate the land- 
marks and limits for the skin cut in the 
operation of haemorrhoidectomy. 

The plexus is collapsed and flat at 
rest but during straining, as at every 
morning stool, it becomes distended and 
stretches the overlying skin which then 
becomes redundant. Patients are some- 
times alarmed at the size of a harmless 
distended plexus. 

In latge long-standing piles, the ex- 
ternal haemorrhoids corresponding to 
the three primary piles appear at rest 
as separate tags or ‘“‘bags’’ of skin 
which greatly distend when straining oc- 
curs. If thrombosis in these occur, then 
fibrous tissue replaces the circulating 
blood and permanent fibrous tags re- 
main. 

Perianal haematoma, the five-day 
painful self-curing lesion of the plexus, 
is situated as a rule deep to the corru- 
gator cutis ani muscle, but the protrud- 
ing globular isolated spontaneous variety 
is superficial, and for their excision 
the corrugator muscle is not cut. Intra- 
anal haematomata under the skin of the 
anal canal can be painful and uncom- 
fortable as well as concealed in the 
tightly closed anal canal. 

Patients are more terrified of a re- 
currence of a painful thrombosed ex- 
ternal haemorrhoid than the daily pro- 
lapse of internal piles. It is happily 
unusual for this complication to be re- 
peated. In many cases, it only occurs 
once in a lifetime. One would have ex- 
pected that injection and thrombosis 
of the vessels in the corresponding in- 
ternal haemorrhoid would stop disten- 
sion of the external haemorrhoid with 
blood and so prevent thrombosis. This 
has not been found so. 

The external haemorrhoid receives a 
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variable vascular supply through the 
perianal space from vessels in the ischio- 
rectal fossa. The extent of this supply 
is seen in the number of arteries cut 
and requiring ligature in the skin cuts 
for removing piles. Whereas in many 
cases, there are no bleeding arteries, 
in occasional cases as many as nine 
spurting arteries require ligation in each 
skin wound. The post-operative haemor- 
rhage which sometimes occurs in haem- 
orrhoidectomy after the patient returns 
to bed is usually from one of these 
arteries in the skin cut. It can be easily 
seen and ligated. It is unusual at this 
stage for bleeding to occur from the 
anal canal because of a slipped pedicle 
ligature. Bleeding, if it does occur, is 
noticed on the operating table. 

Fat in the perianal space.—The peri- 
anal space contains smaller and more 
compact particles of fat than that in 
the ischiorectal space which is large and 
loose (fig. 3). The perianal fat is con- 
tinuous outwards with the superficial 
fascia of the surrounding buttocks. The 
space is the most common site of in- 
fections in this region. Inflammation al- 
ways ends in the easily recognizable 
perianal abscess. 

The spread to the anal canal is usually 
at the intermuscular septum, and the 
probe in the abscess cavity will be felt 
for under the anal lining at this point 
even if it has not made an internal 
opening. When the probe is felt under 
the lining, it is best to cut the subcu- 
taneous external sphincter ani. Infection 
in this space also spreads by direct ex- 
tension round the space but on rare oc- 
casions it extends outwards into the 
superficial fascia of the buttock. 

It never spreads deeply into the ischio- 
rectal space above. The most extensive 
outward spread presents a very simple 
surgical problem for no anatomical dif- 
ficulties are encountered in the incisions 
to make a flat wound necessary for 
healing. 

Fistula-in-ano.—Fistulae are classified 
into two main types: those with the 
main tract extending above the ano- 
rectal ring, the ano-rectal fistulae, and 
those with the main tract below the 
ano-rectal ring, the anal fistulae. Of 
these latter, there were high anal and 
low anal fistulae depending on the re- 
lation of the main tract to the inter- 
muscular septum. 

The fistulae which involve the peri- 
anal space are the low anal and the 
subcutaneous; fortunately for simple di- 
agnosis, for easy surgical treatment, and 
for rapid healing they are the most 
common. 


Fistulae in the perianal space usually 
reach the anal canal above the sub- 
cutaneous external sphincter at the in- 
termuscular septum. It is to this pal- 
pable landmark, viz. the intermuscular 
septum, that the point of the probe fol- 
lowing the main tract of the fistula in 
search of the internal opening can con- 
fidently be directed. 


To produce a flat wound which will 
heal by second intention it is necessary 
to cut the subcutaneous external sphinc- 
ter ani. 

Ano-rectal fistulae.—The long time re- 
quired for healing of the deep wounds 
following the extensive operation on 
these fistulae tries the patience of both 
surgeon and patient. It has been noticed 
that healing is hastened when together 
with the ano-rectal main tract there is 
an opening into the anal canal necessi- 
tating division of the anal muscles below 
the ano-rectal ring. The longest delay 
in healing appears to be when there is 
no opening into the anal canal and no 
pathological reason to cut anal muscles. 
We have found it aids the healing of the 
deep wounds left after the present sur- 
gical treatment of ano-rectal fistulae if 
the subcutaneous sphincter is deliber- 
ately cut. The perianal space in that 
area is as it were abolished, and a more 
shallow wound produced. 

Injection of local anaesthetics into the 
perianal space.—t'or pruritus ani, for fis- 
sure-in-ano, for haemorrhoidectomy this 
has become a valuable procedure, The 
injection acts as a nerve block as well 
as a local anaesthetic. If the solution 
fills the perianal space, it bathes the 
inferior haemorrhoidal nerves which 
cross the space from the outer wall. The 
injection needle can traverse the space 
or each side of the anus through a 
single anaesthetized skin puncture about 
% in. behind the anus. The needle 
pierces the corrugator cutis ani muscle 
on each side as it enters the space. 
The patient only feels the prick in the 
skin and two pricks through the corru- 
gator. He should be warned that he 
will feel no further pain. If a watery 
solution of procaine precedes the anaes- 
thetic in oil, the total pain is small. 
If the solution is injected superficial to 
the corrugator muscle, swelling under 
the skin occurs. It is unwise to inject 
the oily solution in this plane; necrosis 
of the skin has occurred as a result. 

Though infection after injection is a 
rare event, yet if the solution is con- 
fined to the perianal space and not in- 
jected into the ischiorectal space, in- 
fection, if it should occur, could be 
easily dealt with surgically. — E. T. C. 








Your Practice of the Future: 
Psychosomatic Medicine 





Psychosomatic medicine: A study of the patient as a whole. To illustrate the 
difference between the usual or ‘‘organic’’ type of study and a psychosomatic 


history, there are presented abstracts from two histories taken on the same patient 
an insurance compensation patient: 





















Case A. G., male, age 50, injured at work one week previously. 


“Organic” type of history 


Psychosomatic History 









Occupation: Laborer; has worked for 
present employer for one year. His 
record is good; he has been amiable, 
never late or tardy; no complaints. 


Occupation: Laborer in present job 
for 1 year, as a handler of heavy pack- 
ages. Previously employed as waiter, 
clerk in stores, unemployed for con- 
siderable periods. Never stayed in 
same job for over 2% years. Tires of 
working in one place after a year or 
so. Struck on one good job because 
some of the men wanted to strike. 










































Marital: 





Single. 





Marital: Single; never wanted to be 
tied down or to give up his easy going 
ways and spending his own money. 











Childhood: Never persisted in any 
endeavor. Quit school at age of 14, as 


ne was not doing well. School made 
him ‘‘nervous.”’ 




















Parents: Parents were never happy; 
separated for a number of years (an 
unhappy home with divorced or un- 
happy parents is a common cause of 
psychoneurosis; a home in which the 
youngsters are never allowed to get 
out on their own produces men and 
women who do not take responsibility 
well and have symptoms, such as duo- 
denal ulcer or hypertension, when 
they are forced into situations de- 
| manding responsibility) . 


~ Injury: A box weighing 60 pounds fell a distance of 4 feet on his head. 
























































‘Complaints: Headache, dizziness ever 
since accident. He was not uncon- 
scious following the injury. 


Complaints: He felt slightly stunned 
but was able to carry on his work 
within a few minutes; observers stated 
that he was not unconscious, was able 

| to answer coherently at once. He paid 
little attention to the injury until 5 
days later when he went to his own 
physician for headache medicine. His 
doctor blurted out that he must have 
had a concussion of the brain 

Since that time, he has become quite 

| worried about his health and is sure 
that a serious injury has occurred, He 
has changed from a sunny, happy type 
| of person to a hypochondriacal type 
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WATER BALANCE TEST 


Organic diagnosis: Possible post-trau- 
matic cerebral symptoms. 

Psychosomatic diagnosis: An individual 
who has always avoided responsibility 
sustains physical trauma and emotional 
trauma (the physician’s statement). 
Prognosis poor, not because of the phys- 
ical injury, but because of the patient’s 
personality. 

Follow-up: Five months later, the pa- 
tient had been hospitalized several times 
for further studies and consultations, all 
of which proved to be negative. He was 
always happy and co-operative while in 
the hospital, except when the conversa- 
tion was brought back to his work. 

While better histories could be given 
with back pain, frequency of urination, 
painful feet, hypertension, peptic ulcer, 
constipation or other symptoms as the 
presenting one of a patient with psychoso- 
matic disability, this may give some idea. 

Two patients with the same disease 
may present entirely different problems. 
If two persons at random are told that 
they have tuberculosis, one, who has had 
friends or relatives die or be invalided 
for long periods with tuberculosis, may 
be very much upset and be a difficult 
therapeutic problem; another. who has 
never seen a case and who believes that 
it can be cured quickly, will be much 
more tractable. 

Nervous patients: Any patient who 
seems nervous or disturbed about his 
case should be asked (1) about previous 
illnesses, especially about nervousness or 
‘nervous breakdowns,”’ (2) how far he 
went in school and reason for leaving, 
(3) about his parents and home, as to 
happiness, separation or divorce, affec- 
tion, (4) how long he has worked at vari- 
ous jobs, and (5) what he thinks about 
his present illness. 


One Answer to Socialized Medicine 


Weiss’ ‘‘Psychosomatic Medicine”’ is a 
good text for those physicians who are 
interested in getting to the bottom of a 
case, rather than in dispensing medicines 
for the relief of symptoms. Such study is 
never popular in government medicine 
as one tries to get through the patients 
is fast as possible and has little interest 
why symptoms appeared. The physi 
in who studies his patients thoroughly, 

both physically and emotionally 
ver worry about the 
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Clinical Medicine to Publish Psychoso- 
matic Articles 

This long-winded dissertation started 
out to be the introduction of a series of 
articles on psychosomatic medicine. They 
have been contributed by various physi- 
cians, psychiatrists and others interested 
in this field. They have been written with 
your problems in mind. Read them all, 
but make no attempt to memorize their 
contents, as the general idea will soon 
soak in. They are interesting (money 
cheerfully refunded, if not!). Please write 
to CirnicaL MEDICINE or to the authors if 
the articles are not clear and helpful. 

+ 

I would rather be able to appreciate 

things I cannot have than to have things 


I am not able to appreciate. — ELBERT 
HUBBARD. 
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The Intradermal Test for 
Water Balance 


For twenty years, the test of McClure 
and Aldrich has been discussed as a 
simple,.easily applicable method of de- 
termining the water balance of the body. 


A wheal is raised on the forearm by 
the injection of 0.2 cc. of sterile, normal 
saline solution. The number of minutes 
that is required for absorption of the 
wheal is measured. If 50 minutes or 
more, the patients are supposed to have - 
a normal amount of water in the tissues 
and are presumably not edematous. 


A very thorough study by Giddy and 
Englis (South African Journal of Medi- 
cal Sciences, July 1943) involved testing 
of normal, pathologic and edematous pa- 
tients on the forearm and leg. The ‘“‘nor- 
mal’ absorption times ranged from 25 
to 120 minutes. Patients with clinical 
edema were found to have an absorption 
time of 4 to 120 minutes. When the test 
was given into the skin of an edema- 
tous area, e.g. the leg, the absorption 
time was greatly incressed (% to 45 
minutes, with most of the tests showing 
absorption in a few minutes) although 
when given on the same patient's arm, 
the time was in the normal range 
The test when absorption 
time is shortened coes indicate the prob 
able 


Conclusions 


presence of edema in the 
tested but has no value 
the general 


area 
in determining 


tissue thirst.’ 





CLINICAL NOTES 


and 


ABSTRACTS 


Microfilm copies of any of the published papers here ab. 
stracted, up to 25 pages, may be obtained for 25 cents from 


Microfilm Service, 


Army Medical Library, Washington, D.C, 


Antisyphilitic Therapy Following Reactions 


The administration of arsenical and 
bismuth compounds in the chemo- 
therapy of syphilis is frequently attended 
by untoward reactions, of which some 
are serious, other are annoying but all 
influence such therapy. Reactions do not 
cure syphilis or speed up the cure. 


Table I lists the various reactions ac- 
cording to time of occurrence. Table II 
lists the general reactions following neo- 
arsphenamine administration. The symp- 
toms in Table III but may be the first 
indication of jaundice, shock, hemor- 
rhagic encephalitis, or other serious 
condition. 


Treatment must be stopped if any of 
these symptoms appear. Persisting 
malaise, continued nausea and fever, 
even without objective signs, indicate 
the carrying out of blood studies for the 
detection of blood dyscrasias and liver 
function disturbances. 


The prevention of reactions, in addi- 
tion to suggestions in Table IV, are: 
(1) Sterilization of glassware just before 
each treatment; (2) avoidance of stir- 
ring the arspehaenamines, as they are 
unstable; (3) Mapharsen_ should be 
actively stirred for a few seconds to 
liberate the carbonate element: (4) ad- 


TABLE I 
Reactions According to the Time of Occurrence 





IMMEDIATE 


During or within a few 
minutes after treatment 


SLIGHTLY 


Benign: 
Nausea 
Vomiting 
Nitritoid crisis 
Lumbar pain 
Tachycardia 
Urticaria 
Syncope (psychogenic) 


Nausea 
Vomiting 


Malaise 
Headache 
Urticaria 


Diarrhea 
Dizziness 
Anuria 


Usually fatal: 


Usually fatal: 
Medical shock, very 
rare; no treatment. 





Within a few hours after 
treatment 


More or less benign: 


Chills, fever 


Encephalitis, hemorrhagic 


DELAYED 


Within a few days or 
weeks 


DELAYED | 


Itching 
Eruptions 
| Jaundice 


| 
Usually serious: 


Sore mouth 
Drowsiness 
Loss of weight 


Erythema simplex 


Sometimes fatal: 
Exfoliative dermatitis 
Aplastic anemia 
Granulocytopenia 
Acute yellow atrophy 





TABLE II 
General Reactions Following the Arsphenamines (Moore) 





The Jarisch-Herxheimer reaction. 





The reaction produced by acid arsphenamine. 


The reactions common to intravenous injections, i.e., dependent on the 
route of administration rather than on the injected drug. 


The angioneurotic symtom complex. 
Reactions due to myocardial injury. 
The postarsphenamine dermatitides. 
The blood dyscrasias. 
Postarsphenamine Jaundice. 


Renal injury from the arsphenamines 


216 


Bree nsomoav: 





VAGINAL DISCHARGE 


TABLE III 
Possible Permonitory Symptoms 


Nausea 
Vomiting 
Diarrhea 
Headach 
Chills 
tei 3 
Inanition 
Loss of v eight 


Jaundice 
Milian’s reaction 
eee { (erythema of the 9th day) 
| Hemorrhagic encephalitis 
| Blood dyscrasias 





{ Granulocytopenia a 
l Aplastic anemia 


{ Dermatitis 
) Jaundice 


Stomatitis 


Itching 





Numbne 38 
eee 2. Ree 
Flashes of light j Amblyopia_ _ 


—— 


Polyneuritis 


TABLE IV 
Prevention of Reactions 


1. Avoid rush, confusion, and fright. 

9. Relieve constipation. ; 

3, Avoid a heavy undigestible diet. 

4, Drink distilled, sterile water. 

3, Have tubing soaked in NaOH 4/10 normal. 
6. Avoid speed,even with mapharsen. 

1, Have foci of infection taken care of. 








yise a laxative the evening before treat- 
ment; (5) avoidance of food before 
treatment; (6) ‘‘coddling”’ or joking with 
the patients and letting them smell a 
few drops of aromatic spirits of am- 
monia, smoke a cigaret, chew candy or 
gum. 
Nitroid Reaction 


The dyspnea, cyanosis and dread of 
impending death which make up a nitroid 
crisis are very distressing to a patient 
but never cause death. In fact, the 
patients can go back to work very 
promptly. Treatment: The subcutaneous 
injection of 0.5 ce. of adrenalin dispels 
the dyspnea and cyanosis but leaves the 
patient shaky. The severe lumbar pain 
which accompanies or follows the re- 
action can be relieved by the injection 
of morphine. 


Nausea and vomiting occurring several 
hours after the injection is shortened by 
drinking several glasses of water as a 
lavage.—Harry M. Rosinson, M.D., in 
Penn. Med. J., June, 1943. 


> 


Vaginal Discharge During 
Pregnancy 


Vaginal discharges may be divided 
into the purulent and the bloody types. 
Bloody discharges occur in such con- 
ditions as abortion, ectopic pregnancy, 
premature separation of the placenta 
and placenta previa. During pregnancy, 
there is a tremendous increase in vas- 
cularity of all the pelvic organs, and a 
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normal increase in vaginal secretion. 
Of the infectious states, there are three 
which most commonly cause difficulty. 


Gonorrhea 


Gonorrhea produces a purulent vagi- 
nal discharge at times associated with 
pruritus and irritation of the vulva. In 
the acute phase, pus may be expressed 
from Skene’s glands by milking the an- 
terior urethra. Later the organism may 
be recovered from the cervix. A smear 
stained with the gram stain will show 
gram negative intracellular diplococci 
with practically no other organisms 
present. An earnest attempt should be 
made to clear up the infection before 
the onset of labor because, first, the 
infection may have an adverse influence 
on labor and, secondly, peritonitis may 
follow delivery. 


Trichomonas 


The diagnosis of vaginitis caused by 
the Trichomonas vaginalis is not difficult. 
There is a rather profuse, greenish-yel- 
low, creamy, foamy discharge, which 
does not adhere to the mucous mem- 
brane of the vagina, and there is a 
spotted irritation of all of the mucous 
membrane of the vagina, and the cervix 
may be affected. It has been described 
as strawberry-!ike in appearance. There 
is likely to be a vulval pruritis with 
some irritation of the minor and 
major labia. Microscopic study will con- 
firm the diagnosis. A drop of the dis- 
charge should be obtained from the 
posterior fornix through a_ speculum, 
which, preferably, has not been lubri- 
cated with a lubricating jelly. If the 
specimen can be examined at once, it 
should be placed on a slide with a little 
normal saline at body temperature and 
covered with a cover slip. The organisms 
can be seen under the low power lens, 
traveling about the field. Under the high 
power lens, their characteristics may 
be seen more clearly, and the action of 
the flagellae may be seen. If the speci- 
men must be transported to the labora- 
tory, it is best to place it in a test 
tube containing a small amount of warm 
saline solution. Then, a drop of the so- 
lution may be examined. However, the 
organism will stand a much greater 
temperature change than was formerly 
thought. Even when cool, the organism 
may be made to become active if 
warmed slightly. 


The vaginitis can be controlled by the 
production of an acid state in the vagina. 
This is most easily accomplished by the 
use of the glucose or beta lactose sup- 
positories or capsules combined with an 
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acid douche. Some such suppositories 
contain various drugs directed at killing 
the parasites. Certain arsenic prepara- 
tions are, without doubt, of value, as 
well as that suppository which contains 
diodoquin. A silver picrate powder for 
insufflation has been advocated and 
may be used as late as the seventh 
month of pregnancy. 


Whatever drug or combination is used, 
there should be an accompanying acid 
douche. The simplest form of acid 
douche is two tablespoonsful of ordinary 
vinegar to the quart of water; or lactic 
acid U.S.P., one tablespoonful to the 
quart, may be used. This douche should 
be used daily, and special instructions 
should be given the patient taking a 
douche during pregnancy to be extreme- 
ly gentle in its use. The patient should 
take the douche while in the recumbent 
position; the bathtub is the most con- 
venient location. The douche bag should 
be hung so the level of the solution is 
not more than two feet above the level 
of the hips. With such a set-up, from 
fifteen to twenty minutes should be used 
to take a quart douche. Perhaps it is 
best to prescribe two quarts as there is 
much waste by the average woman. 

Whether one should carry out pro- 
cedures, to make an absolute cure, is an 
unsettled question to me. I have seen 
many women who siffered from a 
Trichomonas vaginalis vaginitis through- 
out pregnancy in spite of all sorts of 
measures, and who, when they returned 
for postpartum examination showed no 
evidence of any infestation either clinic- 
ally or from smear examination. I am 
inclined to believe that these cases 
should be treated if the infestation is 
causing pain or discomfort, up to the 
point of making their pregnancy bear- 
able, and to the point of cure if that 
is possible without too vigorous manipu- 
lation. If a vaginitis remains after 
pregnancy is over, they then should be 
treated vigorously enough to eradicate 
the offending parasite. Certain workers 
have attempted to show that the par- 
turient woman with such an infestation 
is more susceptible to postpartum sepsis; 
this, I am inclined to doubt. We have 
not had a case of puerperal sepsis 
develop in the Lubbock General Hospital 
in the past five years, and I know that 
we have delivered many women who 
have had Trichomonas in the vagina. 
Of course, this is not definite proof but 
is the only type of evidence that can 
be gathered outside of a_ teaching 
institution. 


Monilia 
Monilia albicans 


is a fungus which 
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may cause a very irritating dis 
during pregnancy. We know tha 
fungi thrive on dampness and wrmth 
as for instance that which caus*s the 
common ‘‘athlete’s foot.’’ The catisatiye 
organism is a thread-like fungus which 
branches. It may be demonstrated jn a 
dry smear to which has been applied g 
drop of N/10 sodium hydroxide. ‘his js 
the same organism which is responsible 
for the thrush of infants. In the vagina. 
it produces a thick vaginal discharge 
which has a tendency to adhere to the 
mucous membrane of the vagina. When 
wiped away, there may be slight bleed- 
ing. As a result of the discharge. there 
is frequently a rather severe pruritus 
and a very great tenderness of the 
vagina, and vulva, which may be go 
marked that it is almost impossible to 
examine the patient or to attempt to 
treat her. The onset of this condition 
may be unusually acute, the patient stat- 
ing that she has noticed only a small 
amount of discharge for the first part 
of pregnancy and then there had been 
an increase with severe pruritis and 
burning. There is often an excoriation 
or at least a reddening of the labia. 
Little has been written on the subject, 
but to me the infection has been as 
troublesome to handle as that caused 
by Trichomonas vaginalis. In fact, most 
of my patients with monilia infection 
have complained more. 


harge 
other 


Vaginal Thrush 


The treatment of vaginal thrush: The 
vagina is wiped out gently with a dry 
cotton sponge and then painted with a 
1 per cent solution of gentian violet. 
Some authors have advocated the use 
of 25 to 40 per cent alcoholic solutions, 
but I have found the 1 per cent aqueous 
solution satisfactory and the _ sensitive 
mucous membrane of the vagina does 
not tolerate well the application of any 
aicoholic solutions. It is sometimes nec- 
essary to apply the solution daily, but 
usually two or three times a week is 
sufficient. Because fungi grow best in 
an acid medium, an alkaline douche is 
used in conjunction. If the condition ap- 
pears late in pregnancy, the douche 
should be omitted, of course. The gen- 
tian violet may be instilled in the vagina 
with a syringe, preferably one of the 
asepto type. 


Cervix 
Erosions of the cervix are common 
and frequently the cause of a more or 
less copious discharge. Some of these 
cases may be classed as of chemical 
origin, at least those which are associ 
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ated with old cervical lacerations and 
eversion. In these cases, the canal of 
the cervix becomes exposed to the more 
acid vaginal secretions and the mucosa 
becomes eroded. For several years, I 
heve temporized in these cases, using 
only the mildest measures lest I cause 
an abortion or premature labor. Re- 
cently I have read of others using the 
actual cautery and I have become more 
daring It seems wise, however, to 
cauterize lightly and to treat only a 
small portion of the cervix, perhaps a 
third at a time, repeating until the cer- 
vix is cleaned up. 


Polyps and Cancer 


Under the head of neoplastic con- 
ditions involved, perhaps two should be 
mentioned, namely: polyps and cancer. 
Polyps of the cervix, while not common, 
may be seen occasionally. They may 
bleed or cause a noticeable leukorrhea. 
They should be removed with the 
cautery if small or excised if large, 
with cauterization of the stump to pre- 
vent bleeding. 

Carcinoma of the cervix is seen rarely 
and is mentioned here only because it 
should be ever in the mind of the prac- 
titioner who deals with women. One of 
the first symptoms of cancer of the 
cervix may be a nasty vaginal discharge 
often tinged with blood. If discovered 
early, the fetus should be disregarded 
and a vigorous attack made against the 
new growth. If found late, the child 
should be delivered by caesarean section 
as soon as visible and then the carcino- 
ma attacked by deep x-ray or radium 
therapy, or a hysterectomy should be 
done. No woman with a carcinomatous 
cervix should be allowed to deliver from 
below because of the dangers of hem- 
orrhage and spread of the disease.— 
O. R. Hann, M.D., in Texas S.J.M., 
March, 1943. 


. 


Painful Feet: Abnormal First 
Metatarsal 


A congenital insufficiency of the first 
metatarsal segment (of the big toe) 
is a frequent cause of painful feet. 


Diagnosis: The second metatarsal 
bears an increased amount of body 
weight, resulting in enlargement of the 
shaft, thickening of the cortex, painful 
pressure under the second metatarsal 
head and strain and aching of the mid- 
tarsal joints. A callus develops under 
the distal head of the second metatarsal, 
and to a less extent, under the third 


Fig. 1. 


Left: Diagram of a consempating 
insole. 


a. platform raised beneath the first 
metatarsal head. b. optional metatarsal or 


transverse bar. Right: Insole diagrammed in 
use. 


and fourth. There is a tendency of the 
foot to pronate, with lowering of the 
longitudinal arch. 

The x-ray is diagnostic in every case. 

Treatment: Morton’s compensating in- 
sole, as shown in figure 1 (left) and in 
use (Fig. 1—Right), relieves the pain. 
This is fitted by shoe size and has a 
built-in platform which extends out un- 
der the head of the first metatarsal. 
The platform at the base of the great 
This device can be made from a suit- 
able thickness of sole leather from a 
tracing of the patient’s foot. A low cost 
commercial model is available. 

After .the insoles are supplied, they 
are checked for fit and for proper height 
of the platform, then worn for increas- 
ing periods until they are in constant 
use.—ROBERT BINGHAM, M.D., in J.A.M.A., 
Jan. 29, 1944. 


+ 


Impacted Cerumen (Wax in Ears) 

Wax in the ears is often discovered 
in routine examinations quite to the sur- 
prise of the person examined, since the 
condition is symptomless as long as a 
slight crevice remains through which 


sound can reach the 
presenting symptom of an occluding 
plug is usually a sudden impairment 
of hearing, which may be accompanied 
by tinnitus and autophony. Many with 
impaired hearing from tubal catarrh or 
other disturbance ask to have wax re- 
moved, but those who become suddenly 


inner ear. The 
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deaf from wax have no intimation of 
the cause unless they have had this 
experience previously. The swelling of 
the hygroscopic mass is often precipi- 
tated by the entrance of moisture, and 
so the disturbance is frequently attrib- 
uted to ‘‘water in the ears.”’ 


Some degree of otitis externa is com- 
monly present, which may be primary, 
since the branny scales of seborrhea 
sicca favor wax accumulation, or sec- 
ondary from the desquamative inflam- 
mation induced by the cerumen plug. 
Distressing symptoms may result from 
the otitis externa, or from the patient’s 
own manipulations in endeavoring to 
clean the aural canal. Particles of wax 
may be thus displaced against the drum 
membrane, producing tinnitus and dis- 
comfort; or a plug of cerumen may be 
pushed beyond the isthmus, causing re- 
flex cough and even vertigo. Furunculos- 
is is not an uncommon sequel from the 
hairpin, toothpick, fingernail, or paper- 
clip, used to remove wax or allay the 
associated aural irritation. 


Technic of Removal 


Methods of removing cerumen are de- 
termined by the amount present. A thin 
film is easily wiped off with a cotton- 
wound applicator dipped in alcohol. 
Moderate accumulations that only part- 
ly obstruct the canal can be conveniently 
removed with a delicate Hotz spoon or 
blunt Buck curette. The wax must be 
separated from the canal wall with care 
to avoid injury to the skin and conse- 
quent pain and bleeding. Adherent crusts 
can be softened by a few minutes’ con- 
tact with a tampon soaked in hydrogen 
peroxide or acetone. If necessary to use 
these instruments near the drum, one 
should remember to start at the upper 
posterior section where the tympanum is 
nearest the meatus, and displace the 
mass downward and forward. 


Syringing 

A large occluding plug should be re- 
moved with a syringe except when a 
perforation of the drum membrane is 
known to be present. The most useful 
syringe is the 5-ounce all-metal type, 
with a long thin tip that enters the 
canal without obstructing the view. To 
insure smooth working the plunger and 
barrel should always be separated when 
not in use. Ordinary warm water at 
100° F. is effective, but the addition of 
sodium bicarbonate, 1 to 2 teaspoonsful 
to the pint, probably adds to its ef- 
ficiency. The patient should be cover- 
ed with a suitable drape—that of plastic 
material is excellent—and as a further 
precaution against wetting, a folded 


towel is clipped around the neck. The 
patient, with the hand of the «posite 
side, holds a curved basin below the 
ear and tightly against the skin 


In using the syringe the nozzl= must 
be first held upright and all air expelleq, 
The auricle is then drawn backward and 
outward to straighten the canal, ang 
the stream is directed, not at the wax, 
but along the upper part of the posterior 
wall. The water does not dissolve the 
wax but insinuates itself between the 
wax and the canal until the plug is 
finally pushed out by the force of the 
water behind it. If syringing is inef- 
fective, the wax should be gently 
separated from the meatal wail with 
the Hotz spoon, and the process re- 
peated. If a loosened epithelial cast is 
seen, it should be carefully dragged out, 
as sometimes the plug comes with it. 

Occasionally the wax is so hard and 
adherent that it does not budge even 
after arduous effort. For such cases a 
wax-softening preparation should be pre- 
scribed, such as 3 per cent sodium car- 
bonate in equal parts of glycerin and 
water, the solution to be dropped in 
the ear canal several times daily and 
the ear plugged with cotton. After a 
few days, the wax can usually be re 
moved without difficulty. 

After the syringing is completed, the 
canal should be dried with absorbent 
cotton and excoriated surfaces dusted 
with boric acid powder. Stauffer has 
observed that the earphones used by 
airplane pilots, telephone and radio op- 
erators, tend to dislodge particles of 
wax against the drum membrane. After 
the canal is cleaned and dried, he in- 
serts a pea-sized portion of the following 
ointment with an applicator: Salicylic 
acid, 2 percent; precipitated sulphur, 5 
percent; in petrolatum. This ointment 
also allays itching and is excellent for 
the scaly dermatitis often present. 
—J. E. LEBENSOHN, M. D. in Naval Med 
Buli., July, 1943. 
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Causes and Prevention of Sudden 
Death in Coronary Disease 
Management of the Attack 


Relief of pain can be accomplished by 
the intravenous administration of papa- 
verine hydrochloride (14-1 gr.) followed 
by morphine (%-% gr.) if necessary. The 
intravenous route affords more prompt 
action, tending to minimize shock. Pa 
paverine is a potent coronary vasodilator 
and can be expected to reduce reflex 
coronary constriction which is known to 
follow occlusion and which might in 
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crease the area of infarction. Further- 
more, it has been shown experimentally 
to protect against ventricular fibrillation. 
Amonz the immediate causes of sud- 
den death, whether in the throes of the 
coronary attack or during the period of 
recovery, are such complicating factors 
as vertricular fibrillation, myocardial 
failure, and pulmonary embolism. 


Ventricular Fibrillation 
The cccurrence of frequent ventricular 
extrasystoles following myocardial in- 
farction is an ominous sign. In their 
presence, it may be wise to decrease 
myocardial irritability by the use of 
quinidine sulfate, 3 gr. 3 times a day. 
This has proved effective in reducing 
the number of sudden deaths in patients 
with degenerative heart disease. 


Massive Pulmonary Embolism 

These emboli do not usually come 
from mural thrombi in the heart but 
from thrombi in the iliac veins. To pre- 
vent the formation of these clots during 
the convalescent period of myocardial 
infarction, when bed rest and lowered 
blood pressure are factors at work, we 
have instituted certain exercises. On the 
4th-5th day the legs are flexed passively 
by the nurse, the patient folding his 
hands behind his neck for deep breath- 
ing. Active flexion of the legs is then 
‘carried out by the patient himself. This 
reduces venous stasis in the pelvic and 
femoral veins.—O. P. J. Fatx, M.D., in 
J.AM.A., Aug. 15, 1942. 

eS 


Economical Tooth Powders 

After studying a series of commercial 
tooth powders, pastes and liquid denti- 
frices, it has been learned that house- 
hold brands of salt and baking soda 
possess abrasion (cleaning) efficiency 
indistinguishable from that of specially 
formulated dentrifices. — M. L. Tarn- 
te, M.D. in J. Am. Dental A., July 1, 
1943. 


+o 
What’s Missing in First Aid 

There are in our profession hundreds 
of doctors who have taught First Aid 
for 20 or 30 years, acting as the con- 
veyor belts which have brought into 
circulation thousands and thousands of 
badged and certificated First Aid men 
and Red Cross women. At week-ends, on 
hillsides and at other dangerous places, 
one may see neat little sheds from which 
emerge hurrying men carrying stretch- 
ets whenever the casual motorist hurls 
himself through a hedge or into another 
car. And the hundreds of doctors see it, 
and see that it is very good. But this is 
war, the possibility of war in our own 


country and the training we once gave 
by no means fully meets the bill. Some 
examples follow. 


Not long since there was a very secret 
stretcher bearer competition in the 
Home Guard, so secret that not more 
than about 100 people knew about it. It 
was arranged that squads of, eight men, 
all trained in first aid, should pick up 
a certain number of casualties and con- 
vey them to Casualty Collecting Posts. 
The casualties were each labelled with 
a short narrative instead of with a state- 
ment of the injury sustained. In one 
case the narrative was as_ follows: 
“Something has got me in the stomach. 
It knocked me out for a time but I can 
walk back all right.’’ One would suppose 
that after long and careful training in 
First Aid the average pupil should have 
been able to diagnose an abdominal 
injury from the data provided. This was 
not the case. In at least half the in- 
stances the first aiders accepted the 
man’s statement that he was able to 
walk to the dressing station and allowed 
him to do so. Here is another case: 
“Something hit me in the leg and seems 
to have gone right through the calf. I 
have tied on my field dressing. It feels 
pretty stiff but not very painful.’’ Such 
a wound as this might deserve a 
stretcher in peace time but under war 
conditions he would certainly have to 
walk, nor would he find any particular 
difficulty in doing so. I need hardly say 
that in several cases perspiring stretcher 
bearers carried him a hundred yards 
down hill to the Aid Post. Nor did they 
know so much as to have learnt that 
carrying a stretcher across the face of 
a hillside is very much more difficult 
than carrying it straight up or down. 

And here is a final case: ‘‘You know 
this man. He is the village grocer. The 
back of his head is blown away, the 
brain substance is coming out and there 
is much haemorrhage from the wound. 
He is quite unconscious but breathing 
regularly and has a fair pulse.’’ In this 
case, the stretcher bearer was tacitly 
invited to allow peacetime sentiments to 
overcome him, and in most cases fell 
for it without hesitation. The dying man 
was carefully conveyed to the dressing 
station. He ought to have been left where 
he was while attention was given to the 
less severely wounded for whom a useful 
life was still possible. This exercise 
brought out many other such points and 
taught us only too clearly that the use 
of a triangular bandage was not so well 
worth teaching as elementary apprecia- 
tion of diagnosis and life saving. 


Med. World (Lond.), June 18, 1943. 
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No Subcutaneous Injections 
for Shock 


Do not give morphine or other medi- 
cinals subcutaneously or intramuscularly 
to patients who have been’ water 
soaked and chilled, who are frightened, 
or who are approaching shock, or whose 
peripheral circulation is otherwise greatly 
reduced, for absorption will be retarded, 
or absent. 

Lack of effect may lead to repeated 
injections, and later, when the circula- 
tion improves, the total of the subcutane- 
ous injections may enter the circulation 
at one time, with serious or fatal re- 
sults. 

Morphine or other agents should be 
administered intravenously to such pa- 
tients, so that the size of the dose can 
be gauged by the patient’s response. 
—H. K. BeecHer, M. D., in Ann. Surg., 
June, 1943. 

* * * 

(Those of us who interned ten years 
ago or longer can still recall the futile 
injections of coramine and digitalis sub- 
cutaneously into patients dying with 
cyanosis, weak fast pulse, and other 
evidences of peripheral circulatory fail- 
ure. The intravenous injection of blood 
serum or plasma would have saved 


these patients who were supposed to be 


dying from “heart failure.’’—Ed.) 
= a 
Protein Meals Prevent Weakness 


Carbohydrate containing foods, and es- 
pecially the typical American meal with 
bread or toast, potatoes, fruit juice, cake 
or pie, tend to cause a rapid rise in 
blood sugar soon after they are eaten. 
As many workers are now beginning to 
believe, a rapid rise in blood sugar, fol- 
lowed by as rapid a drop, is the cause 
of weakness several hours after meals, 
angina pectoris occurring two or three 
hours after meals (see Sandler’s article 
in the August Clinical Medicine, 1943), 
the cause of night distress in peptic ul- 
cer patients, and fatigue and hunger 2 
to 4 hours after meals in workers. 

Meals containing the same amounts of 
calories, but composed essentially of 
either high carbohydrate foods, protein 
foods and fatty foods, were fed to a 
group of patients by George W. Thorn 
and associates of the department of 
medicine of Harvard Medical School 
(Annals of Internal Medicine, June, 1943). 

Blood sugar levels are shown in CHART 
I, after each type of meal. It will be 
readily seen that the protein meal tend- 
ed to result in a constant blood sugar 
level, which did not tend to drop below 
the normal until five hours after meals. 
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Metabolic determinations indicate 
carbohydrate meals tend to caus: 
rapid rise, followed by a rapid fall 
that fat meals cause little change 
protein meals cause a prolonged gra 
rise. 

From these studies, it would be be 
tell your patients not to eat an e 
sively carbohydrate meal, especial! 


CHART I 


CHANGES IN BLOOD SUGAR 
FOLLOWING VARIOUS MEALS 


work is to follow. Youmans suggests 
(‘Nutritional Deficiencies,’’ published 
by Lippincott, 1942) the following dietary 
as including enough protein: 
Breakfast: 


One large orange 

34 cup oatmeal, milk, sugar 
One boiled egg 

Two slices buttered toast 


Lunch: 
One-half cup lima beans 
Two muffins, butter 
Cabbage slaw 
Two halves of canned peaches 
Milk 

Supper: 
Average serving beef steak 
Average serving potatoes, 
Turnip greens 
Lettuce and tomato salad 
Two biscuits, butter 
Cantaloupe 


Meat, eggs, milk, cheese or fish com- 
prise the first class protein foods. More 
of these foods should be added to the 
diet of growing children, pregnant and 
nursing women, patients with chronic 
infections and especially with those of 
exudates, transudates or albuminuria 
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Balanced Diet 


If we eat the whole of a chicke 
legs, feet, liver, kidney, head, neck, soft 
bones—we come close to a balanced “a- 
tion, but in most of our meat-eating we 
miss the essential part of the carcass. 
—Dr. Henry C. SHERMAN. 





TECHNIC OF INTESTINAL INTUBATION 


Techie of Intestinal Intubation 


Intubetion with the Miller-Abbot tube 
js now accepted by many as an effec- 
tive treatment of nonmechanical bowel 
obstruction and as a useful adjunct in 
dealing with mechanical obstruction. The 
objective and subjective improvement 
in paticnts in whom this treatment is 
proper! used is sometimes phenomenal. 


One occasionally finds a patient in 
whom fails, due to the more than 
ordinary difficulty in getting the tip into 
and through the duodenum. We may 
then resort to the stilette or the magnet. 
If these fail, a method which we have 
found successful and which we consider 
applicable in a fairly large percentage 
of cases is to combine the use of a 
weighted tip with the force of gravity. 
This is produced by placing the patient in 
the most advantageous position. We use 
the Wangensteen tip in producing the 
desired additional weight and the Tren- 
delenburg position to allow the tip to 
pass somewhat downward as it travels 
through the pyloric portion of the stom- 
ach. The Sims’ position overcomes the 
anterior bulge produced by the verte- 
brae and large retroperitoneal vessels. 
The combined effects of these positions 
places the distal portion of the stomach 


in its most dependent position. This posi- 
tion has also been found useful when 


employing the 
tube. 

For the difficult case our technic is 
as follows: The stomach is first deflated 
and thoroughly irrigated with warm five 
per cent sodium bicarbonate solution 
through an ordinary Levine tube. After 
the contents have returned clear four 
to five minutes, a Miller-Abbot tube as- 
sembled in the usual manner, but with 
a Wangensteen tip instead of the usual 
metal tip, is passed with the Levine 
tube still in the stomach. If the nares 
are small it may be necessary to pass 
the tube through the nose and out of the 
mouth before the Wangensteen tip is 
attached. Then the tube is swallowed in 
the usual manner to the ‘60’ mark. 
Patient is then placed in the right Sims’ 
position and the foot of the bed is ele- 
vated ten inches. Following this, the Le- 
vine tube is carefully withdrawn, and 
for the next two hours the patient is 
given at least two quarts of warm water 
to drink, suction being maintained con- 
tinuously on the Miller-Abbot tube. At 
the end of this time, he swallows the 
tube midway between the ‘‘60’’ and ‘‘75”’ 
mark. He then continues to drink warm 
water, one quart per hour, for another 
hour at the end of which he swallows 
the tube to the ‘75’ mark. He drinks 


ordinary Miller-Abbot 
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for another (fourth) hour and is fluoro- 
scopically examined. The tip will then 
be in the third part of the duodenum. At 
this time 20 cc. of air is placed in the 
balloon and the air intake clamped 
tightly. The bed is then placed in the 
horizontal position. The patient may 
now lie in any comfortable position dur- 
ing passage of the tube through the 
small bowel. For this part of the pro- 
cedure, we adhere to the accepted 
method as regards inflation of the bal- 
loon. Care should be taken that the pa- 
tient does not lie on the tube.—Davm 
METHENY, M.D., W. J. of S., O. & G., 
Dec., 1942. 


+ 
Artificial Respiration 


Figure 1: A simple, efficient method 
of artificial respiration that does not 
fatigue the patient or the first aiders 
is graphically shown here. 

The patient is strapped to a board, 
a door, ladder or other rigid support, 
which is then placed across a saw 
horse or other narrow object. 

Figure 2: Diagrammatic representa- 
tion of the mechanics involved. The 
weight of the viscera alternately com- 
press the lungs and then permit their 
expansion. 


Inspiration 





Hemolytic Staphylococcus 
Conjunctivitis 

e The general treatment consists in the 
administration of staphylococcus toxoid, 
the local treatment in the application 
of a zinc ointment containing sulfathia- 
zole 3.0 per cent and an ointment con- 
taining sulfadiazine or sulfathiazole 5.0 
per cent twice daily. The conjunctiva 
should be washed with an antiseptic 
solution four to six times a day. 
—ParKER HEATH, MOD., in J.A.M.A., 
Jan, 15, 1944 


The Treatment of Gonorrhea 
in Women 


@ Sulfathiazole in doses of 4 Gm. (60 gr.) 
over a period of one week cured 95 
percent of women with gonorrhea. Sulfa- 
pyridine or a second course of sulfa- 
thiazole was given to the resistant cases. 
In over half of the patients, a purulent 
urethral or cervical discharge persisted 
after cultures had become negative. 
Local treatment (cauterization or elec- 
trocoagulation of the cervix, treatment 
of Skene’s glands) is necessary to cure 
this non-specific discharge. —I. GruN- 
STEIN, M.D., in J.A.M.A., Apr. 19, 1943 


Pituitary Extract for Shock 


@ Pitressin elevates the blood pressure 
by contraction of the peripheral vessels. 


The rise in blood pressure is more 
gradual, lasts longer and is not as great 
as that resulting from adrenalin admin- 
istration. It is of value in postoperative 
shock and collapse.—M. G. Wout, M.D., 
in Med. Clin. N. Am., Nov. 1942. 


Treatment of Foul Mouth 
Infections 


@ Foul mouth and neck infections should 
be treated with dressings saturated with 
zinc peroxide (Meleney’s technic). A 
clean, odorless mouth or wound soon 
results. This is especially recommended 
before the extraction of teeth to pre- 
vent Ludwig’s angina.—W. C. GuURALNICK, 
M.D., in New Eng. J. Med., Apr. 8, 1943 


THERAPEUTICS 


Brucellosis (Undulant Fever) 


@ In the acute illness, sulfonamides or 
Foshay’s serum may be effective. In 
chronic infections with undulant fever, 
a vaccine prepared from heat killed 
Brucella abortus is most effective— 
H. J. Harris, M.D., Bull, N. Y. Acad. 
Med., Sept. 1943 


Chronic brucellosis responds to 05 
Gm. of sulfasuxidine given three times 
daily. Brucellosis is apparently a prj- 
mary disease of the digestive tract. 
—NeaL Davis, M.D., in J. Indiana 
M. A., Aug. 1943 


Intradermal vaccine therapy with a 
vaccine made from heat killed organ- 
isms is often effective. The injections 
are given at 5 to 7 day intervals. The 
forearm or medial surface of the thighs 
are used. Starting dosage is 0.1 ce. of 
diluted vaccine, increasing 0.05cc. at a 
time until it is clear that the patient is 
not hypersensitive, after which the 
undiluted vaccine is given, increasing 
up to 0.5 cc. as a maximum dose. 
—Dan URSCHEL, M.D., in J. Indiana 
M.A., Aug. 1943. 


Low Metabolic Rates 


@ Deficiency of thiamine (vitamin B,) 
may be a contributory cause of low meta- 
bolic rates. If low metabolic rates of a 
given subject were caused by a defi- 
ciency of thiamine, it might be expected 
that a rise of metabolic rate would fol- 
low administration of thiamine. How- 
ever, a rise of metabolic rate could oc- 
cur only if the functional capacity of the 
thyroid gland was adequate. It is not 
improbable that a thiamine deficiency 
of long standing induces as irreversible 
changes in the thyroid gland as in nerv- 
ous structures.—Ray D. WrtuiaMs, M_D., 
J.A.M.A., April, 1943 


Pitressin-Procaine Local 
Anesthesia 


@ When a local anesthetic is being used 
on patients with coronary thrombosis 
or hyperthyroidism, adrenalin should be 
avoided. Pitressin (pituitary extract*) 
may be used with the procaine solution 
instead, to prevent bleeding during op 
eration or extraction of teeth—-M. G. 
WoHL, M.D. in Med. Clin. N. Am 


* Parke, Davis and Company, Detro’'t. 
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DYAGNOSTIC POINTERS 


Overlooked Thiamin (B:) 
Deficiency 


Chronic Prostatitis 


¢ Chronic prostatitis may result in (1) 
urethral discharge, (2) urinary fre- 
quency, burning, nocturia and _ hesi- 
tation, (3) pus in the urine, (4) symp- 
toms of a focus of infection, (5) back- 
ache, or (6) sexual symptoms, including 
premature ejaculation, incomplete erec- 
tions and lack of desire. Treatment: 
Heat by means of hot sitz baths or hot 
water bottle to the perineum or by a 
prostatic heater introduced into the rec- 
tum, is the single most valuable agent 
in treatment. 

Prostatic massage and stripping of the 
prostate should be done twice weekly 
at first, then once weekly and less 
often as the amount of pus decreases 
(studied by making a _ microscopic 
smear), until the strippings are free of 
pus. It must be remembered, in making 
a diagnosis of chronic prostatitis, that 
several massages must be done at 
weekly intervals before one concludes 
that there is no pus in the prostate.—E. 
L, KRETSCHMER, M.D., in Kentucky Med. 
J., Feb. 1944 


Diagnosis of Rectal Cancer 


¢ In the digital examination, an ulcer 
with raised, rolled, infiltrating, and often 
ragged borders is diagnostic. In our 
series, there have been several errors 
from biopsy, but none from diagnosis 
of such an ulcer made by the trained 
finger. Therefore, a biopsy is considered 
unnecessary when the _ characteristic 
cancerous ulcer is palpable. With an 
early infiltrating nodule without ulcera- 
tion, which rarely is seen, and with the 
papillomatous and polypoid growths, a 
biopsy usually is necessary to determine 
the presence of malignancy.—W. W. 


a. M.D., in Penn. M. J., August 


“Colitis” vs. Cancer 


* The diarrhea of cancer, with evacu- 
ation of mucus, pus and occasionally 
blood, is commonly attributed to ‘‘co- 
litis."—W, Wayne Bascock, M.D., in Penn. 
Med. J., Aug. 1943 


Symptoms Signs 
‘‘Neurasthenia’’....] Poor carbohydrate 
a tolerance 
Burning of feet Edema of feet 
Numbness and ting- 
ling of legs Tender calf muscles 


Cramps in muscles.| Hyperesthesia of skin 
Muscular weakness 
Pretibial anesthesia 


@ In advanced cases, anesthesia, loss of 
reflexes and muscular atrophy occur; 
massive edema, symptoms of right-sided 
heart failure, enlargement of the heart, 
tachycardia, gallop rhythmn, and sys- 
tolie murmurs may appear. Diagnosis 
is confirmed by improvement while 15 
to 100 mg. thiamine is given daily.—G. 
GoLpsMiTH, M.D., in New Orleans Med. 
& Surg. J., Feb. 1944 


Abdominal Pain 


@ Causes of abdominal pain arising out- 
side the abdomen: (1) Basal pneumonia. 
The pain may suggest appendicitis. In 
pneumonia, the pain in the right iliac 
fossa is superficial and on deep pressure 
there is no pain, and when the patient 
is turned on to his left side he coughs 
in cases of pneumonia, while in appendi- 
citis he has increased griping pain. (2) 
Gastric crises of tabes. (3) Malaria. (4) 
Pott’s Disease and Hip Joint Disease. 
(5) Henoch’s Purpura. Here the pain is 
griping and accompanied by blood and 
mucus in the stools. (6) Abdominal An- 
gina. Here the pain is referred to the 
epigastrium.—A. RagaruM, M.D. in Med. 
World (Lond.), Oct. 11, 1943. 


Prostatism vs. Hemorrhoids 


@ Acutely thrombosed hemorrhoids, 
painful fissures in ano, occurring in 
elderly men will frequently cause symp- 
toms of vesical neck spasm which can 
only with difficulty be differentiated 
from prostatism due to prostatic hyper- 
trophy. It is not unusual to find men 
with prostatism due to hypertrophy of 
the prostate who present large and 
frequently thrombosed hemorrhoids. 
Proper attention directed to the anal 
lesions that may be found present in 
such cases will relieve the prostatism 
only when such lesions are primary.— 
J. A. Lazarus, M.D., in Med. World 
(Lond.), Dec. 3, 1943 
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NEW BUUhS 


Any book reviewed in these columns 
will be procured for our readers if the 
order, addressed to CLINICAL MEDI- 
CINE, Waukegan, Ill., is accompanied 
by a check for the published price of 
the book. 


The books which help you most are those 
which make you think the most. 
—THEODORE PARKER 


PSYCHOSOMATIC DIAGNOSIS 


Dunbar 


PSYCHOSOMATIC DIAGNOSIS. By Flanders 
Dunbar, M.D., Med. Sc. D., Ph.D., Depart- 
ments of Medicine and Psychiatry, Colum- 
bia University, New York City. Foreword by 
Leonard G. Rowntree, Colonel, Medical Re- 
serve Corps, United States Army; Chief, 
Medical Division, National Headquarters, 
Bureau of Selective Service of War Man- 
power Commission, Washington, D. C. 1943. 
$7.50. 


It is unnecessary to refer to the general sub- 
ject of psychosomatic medicine and its im- 
portance in all types of practice. A number of 
articles, including that by Weiss in Clinical 
Medicine (Dec. 1943), have shown that the 
average physician tends to overlook this fac- 
tor almost entirely. 


The author surveys patients with various 
clinical syndromes, and by means of hundreds 
of carefully studied records, shows that a cer- 
tain ‘‘type’’ of patient terds to be involved by 
hypertensive cardiovascuiar disease, by rheu- 
matic disease, diabetes, recurrent decompen- 
sation and fractures. The life history and sit- 
uations of each type of patient makes up a 
profile which is characteristic of that psycho- 
somatic group. 

It is fascinating to read the author’s descrip- 
tions, then to apply these general rules to your 
patients in each group, and to determine how 
often her study is born out by the fact and, 
more important, how you recognize factors 
vitally important to their medical care. 

Starting with Robinson's ‘“‘The Patient as a 
Person,’’ there has been a surge of interest in 
recent years in malfunctioning between the 
physical and mental components of the life 
stream. The physician, called on as he is dur- 
ing emergencies, tends to forget that the par- 
ticular episode he is seeing, is only one of 
many. A heart does not decompensate solely 
because of physical overstrain, angina may 


need only mental stimuli to bring on an at- 
tack. 


Such literature is good not only for what it 
shows, but as an antidote for the tremendous 
increase in belief in mechanical instruments 
of diagnostic precision, and to awaken the 
physician to the fact that all persons, includ- 


ing himself, are affected physically by mental 
factors. 


ad 


RELEASE FROM NERVOUS TENSION 
Fink 
RELEASE FROM NERVOUS TENSION. By 
David Harold Fink, M.D. New York: Simon 
and Schuster. 1944. Price, $2.00. 
Here is a book written ir easy going, friendly 
style that will attract just the type of patient 


who needs it most. The author is 
scientific and at the same time eas 
stand. The book is filled with hun 
stories of various persons and their 
resulting from nervous tension. 

The chapter headings are stimulating: 
dogs get neurotic, meet the interor 
mind tells the body; and the body 
relaxation, a way out; let go—a | 
how relaxation works; action lea: 
dom; play is good medicine; word 
gers to action; every man his o. 
the first ten years are the hardest; 
self to a fresh start; are you allergic 
people?; try on a new attitude. 

The patient is told in his own lan 
to relax, relieve his nervous tensio 
to prevent worrisome thoughts fro 
ing an obsession. 

This book is of great value to a 
with functional diseases and of sor 
to those patients with organic disease whos 
symptoms are intensified by nervous pressure 


> 


GASTRO-ENTEROLOGY 


Bockus 
GASTRO-ENTEROLOGY. By Henry L. Bock. 
us, M.D., Professor of Gastro-Enterology, 

University of Pennsylvania Graduate School 

of Medicine. 3 Volumes, totalling 27» 

pages; 900 illustrations, many in color 

Vol. 1; “The Esophagus and Stomach”: 

831 pages, 294 illustrations on 134 figures, 15 

in color. Philadelphia and London: W. B 

Saunders Company, 1943. Price, 3 vols. and 

separate desk index. $35.00. 

This handsome volume is the first of a three 
volume _ series which will cover the entire 
field of gastro-enterology. 

The impression one gets is of the complete 
ness of coverage, not only of major topics but 
of their various complications and _ practical 
methods of managing them. The section m 
peptic ulcers is very valuable because of its 
many diagnostic points. 

For those who have forgotten their anatomy. 
the section on practical applied anatomy and 
physiology of the stomach will be worthwhile, 
with its full colored illustration, and brie 
summing up of present day knowledge. 

The physician will find that each symptom 
referable to the gastrointestinal tract is dis 
cussed as to cause and possible diagnostic 
search. 

Mention is made of wrong diagnosis of ab 
dominal pain and tenderness, and Carnetts 
simple tests for ruling out neuralgia of the 
abdominal wall are given. 

The orderly method of presentation permits 
the reader to find at once the important 
points concerning any organ or topic in which 
he is interested. 

> 


THE HOSPITAL IN MODERN 
SOCIETY 


Bachmeyer, Hartman 
THE HOSPITAL IN MODERN 


SOCIETY 
Edited by Arthur C. Bachmever, MD 
Director, University of Chicago C 
rector, Hospital Administration Cour 
versity oo Chicago, and Gerhard 

Ph. irector, Newton Hospita 


ton Lower Falls, Mass. New 

Commonwealth Fund, 1943. Price 
This book should be required r« 
all those who have the direction of 
department or the superintendency 
pital as their occupation. Physician 
their own hospitals (there are sti’! 
such prave souls) will find here a 
range of information on hospital 
from accounting and purchasing 
problems. 


ctivities, 
to labor 
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NEW BOOKS 


CLINICAL LABORATORY METHODS 
AND DIAGNOSIS 
Gradwohl 


CLINICAL LABORATORY METHODS AND 
DIAGNOSIS: A TEXTBOOK ON LABORA- 
TORY PROCEDURES WITH THEIR _ IN- 

‘-PRETATIONS. By R. B. H. Grad- 
i, M.D., D.Sc., Director of the Grad- 
Laboratories and Gradwohl_ School of 
yratory Techni Formerly Director of 

» Laboratories, St. Louis County Hospital; 
atxologist_ to Christian Hospital; Director, 
search Laboratory St. Louis Metropoli- 
Police Department, St. Louis, mie 
»:mander Medical Corps, United States 
al Reserve Ret. Third Edition. 726 text 
trations. 57 color plates. TWO volumes 
Louis: The C. V. Mosby Company. 1943. 
e, $20.00 for both volumes (2,130 pages). 
ohl’s text has grown until it is by far 
aost complete and best illustrated text 
aboratory methods. As noted in previous 
iews, various methods of performing each 
are given, definite data as to type of 
atus to be used, cautions and technic, 
pretation and clinical evaluation, so that 

one never need feel at a loss. : 

The section on postmortem technic is es- 
pecially interesting to the physician who must 
perform his own autopsies on occasion, not 
only for its brief descriptions of technic but 
for practical information on _ recognizing 
whether or not an infant has breathed, the 
presence of pneumothorax, et cetera. 

Such basie procedures, as the identification 
of pus and blood cells in urine, are described 
and clearly illustrated. Throughout the text, 
the hundreds of black and white and well 
ne color illustrations make the book valu- 
able. 

Topics covered in volume one include (1) 
use of microscope, photomicrography, gen- 
eral facts on solutions, (2) urine analysis, (3) 
blood chemistry, (4) hematology (many full 
colored slides), (5) blood groups and trans- 
fusion, with a new chapter including the Rh 
factor, M and N agglutinogens and A sub- 
groups, and methods of making blood sera, 
use and preparation of blood plasma, (6) 
astric analysis, (7) examination of puncture 
uids, (8) sputum examination, (9) special 
tests, (10) feces. 

Volume two presents 300 pages on bacteri- 
ologic applications to clinical diagnosis, a full 
description of serologic tests, basal metabo- 
lism, postmortem examinations, tissue cutting 
and staining, preparation of museum speci- 
mens, toxicologic technic, detection of crime 
by laboratory methods, parasitology and tropi- 
cal medicine, and minimum supplies, equip- 
ment and reagents for laboratories. 

> 


SYNOPSIS OF OBSTETRICS 
Litzenberg 


SYNOPSIS OF OBSTETRICS. By Jennings C. 
Litzenberg, B. Sc., M.D., F.A.S.C., Profes- 
sor Emeritus of Obstetrics and Gynecology, 
University of Minnesota Medical School, Min- 
neapolis. 157 illustrations; 5 in color. Second 
Edition. St. Louis: The C. V. Mosby Co. 1943. 
Price, $5.00. 

The author endeavors to present brief but 

reasonably adequate discussion and evaluation 

of each subject concerned with obstetrics. 

In this second edition, he brings up to date 
these topics; pregnancy diet ‘‘which no longer 
consists of a list of desirable foods but is dis- 
cussed in its relation to the science of human 
nutrition with extensive revision’’; contracted 
Pelvis in the light of modern study and x- 
Tay study; the toxemias of pregnancy; the 
blood diseases of gestation. 

Because the material covering important 
poinis is given in outline form, it is very 
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simple for the physician to see what points 
he has been forgetting in making a diagnosis 
of pregnancy or its complications, or in car- 
rying out a delivery. 

The book is usable because it contains a 
large amount of information unhampered by 
obscure or rare references and controversial 
discussions. 

_ 


SURGICAL ERRORS AND 
SAFEGUARDS 
Thorek 


SURGICAL ERRORS AND SAFEGUARDS. 
By Max Thorek, M.D., LL.D., D.C.M., 
F.1.C.S., Professor of Surgery, Cook County 
Graduate School of Medicine; Attending Sur- 
geon, Cook County Hospital; Surgeon in 
Chief, American Hospital of Chicago; Con- 
sulting Surgeon, Municipal Tuberculosis 
Sanitarium, Chicago, etc. etc. Foreword by 
Sir Hugh Devine, M.S., Hon. F.R.C.S. Eng.; 
F.R.A.C.S., Past-President, Royal Austral- 
asian College of Surgeons; Formerly Sen- 
ior Surgeon, St. Vincent’s Hospital Clinical 
School, Melbourne. A Chapter on Legal 
Responsibility in Surgical Practice by 
Hubert Winston Smith, A.B., M.B.A., LL.B., 
M.D., Associate in Medical-Legal Research, 
Harvard Law and Harvard Medical Schools, 
Boston. Fourth Edition, completely revised. 
794 illustrations, many colored. Philadel- 
phia, Montreal, London: J. B. Lippincott 
Company. 1943. Price, $15.00. 

Little did your reviewer realize, twelve 

years back, that this book, whose proof he 

was helping the author to read, would run 
through several editions and now appear to be 
on its way as a minor classic. It is the sort 
of book that needs to be written, that des- 
cribes problems met in practice, actual meth- 
ods of handling them and descriptions of 
failures and successes. Too many books pro- 
claim what ‘‘should work’’ or what has been 
described elsewhere but do not mention the 
accidents, the possible complications, what 

the author actually thought and did. 

All fields of surgery afe covered by text 

and illustration. The illustrations are Mere | 

of special note, as they are unusually we 
done and show technic of punciures, appear- 
ance of pathologic conditions and patients. 


> 


WHITE BLOOD CELL 
DIFFERENTIAL TABLES 
Waugh 


WHITE BLOOD CELL DIFFERENTIAL 
TABLES. By Theodore R. Waugh, B.A., 
M.D., Pathologist-in-Chief, Royal Victoria 
Hospital; Associate Professor of Pathology, 
McGill Universi:y; Consulting Pathologist, 
Montreal Homeopathic Hospital, Montreal, 
Quebec. New York and London: D. Appleton- 
Century Company. 1943. Price $1.00. 

The routine ‘‘red, white and hemoglobin’”’ 

blood study is by no means as accurate as the 

hemogram, the complete analysis of the mor- 
phological elements of the blood. 

The change in numbers of the various types 
of white blood cells gives much valuable in- 
formation. Instead of giving this as percentage 
figures (80 percent polymorphonuclear leuko- 
cytes, for example), it is much more accur- 
ately expressed by giving the actual number 
of each type of leukocyte which is present. 
These figures may be obtained by multiply- 
ing the various percentages in the usual white 
blood cell differential count by the total count. 

This procedure takes much time, which may 
be saved by using the series of tables in this 
small book. Every laboratory, whether in 
physician’s office or hospital, should have such 
a series of tables at hand. 
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Dr. Weirick’s Sanitarium; Treatment 
of Drug Addicts. Folder. 


Elixir Bromaurate in the Treatment 
of Whooping Cough and other Per- 
sistent Coughs. Pamphlet. 


Menstrual Regulation by Sympto- 
matic Treatment. Pamphlet. 


Hyperol. A Utero-Ovarian Tonic and 
Corrective. Pamphlet. 


Gray’s Compound. Circular. 


Foot Weakness and Correction for 
the Physician. Illustrated booklet. 
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Neo-Plasmoid. The Modern Solution 
for the Injection Treatment of Her- 
nia. Hernia technics. Illustrated 
pamphlet. 
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Vitamins. Folder. 

Terra Sigilatta; the Story of Kao- 
magma. Illustrated Pamphlet. 
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Illustrated pamphlet. 


Clinical Application of Argyrol. II- 
lustrated pamphlet. 


Estrogenic Hormone Therapy; Sur- 
vey of latest reports. Pamphlet. 
Liver and Iron Therapy. Booklet. 
The Majesty of Sleep. Booklet. 


Cedilanid — The Key to the failing 
heart. Folder. 


Stilbestrol. Pamphlet. 
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ter. Booklet. 


‘“‘Modern Therapeutic Agents. Book- 
let. 
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let. 
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The Thyroid Gland. Illustrated Book. 
Use of Allantoin--Sulfonamide Oint- 
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Cortothyrm: Adrenal Cortex—Thy- 
roglobulin—Vitamin C. Folder. 
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liability cases.’’—J. Iowa M. Soc. 
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MEDICAL NEWS. 


Ontario Cancer Foundation 


Creation of a Cancer Control Founda- 
tion, in Ontario, Canada, for diagnosis, 
treatment, and research in cancer which 
last year was responsible for 12.8 per 
cent of all deaths in the Province, was 
announced in the Legislature recently 
by Heath Minister Dr. R. P. Vivian, 
who handed over an appropriation check 
of $500,000, for the use of the Foundation, 
to Lt.-Col. A. L. Bishop, of Toronto, as 
Chairman. Picture above shows mem- 
bers and Dr. Vivian (extreme left). 
Others, left to right, are: Kenneth 
Deacon, Arthur Ford, Dr. George Young, 
Robert Brown, Malcolm Cochran, Dr. 
R. K. Stratford, and Col. A. L. Bishop, 
chairman. Three additional members 
will be appointed representing women’s 
organizations, the Life Officers’ Associa- 
tion, and the Ontario Health Department. 

a 


For Active Immunization 


Philadelphia, Pa.—A new addition to 
their comprehensive line of biologicals, 
diphtheria-tetanus-pertussis, combined, 
A.P., has been announced by The Na- 
tional Drug Company. 

This new product is designed to con- 
fer adequate protection to infants and 
pre-school age children. Each cc. of the 
preparation contains H. pertussis killed, 


10,000 million; diphtheria toxoid, ‘ 
and tetanus toxoid, 0.33 cc. The 


33 ce 
Oxoids 


are adjusted to human dose concentra- 


tion so that in the complete tre 
(three injections), 
each toxoid (1.0 cc), as recommen 
Public Health authorities, is in 
Treatment consists of three 0.1-c 
cutaneous injections 
of three to four weeks between 
tions. 

According to the manufacturers 
theria-tetanus-pertussis, combined 
tional’ 
against three diseases with only 
series of three injections. Thus it 


tment 
the full amount of 
led by, 
ected 


sub- 


with an_ interval 
injec- 


diph- 


“na 


confers simultaneous protection 


Ohe 
pro- 


vides quicker protection with fewer ip- 
jections, and saves time and money for 


both doctor and patient. 
+ 


Tropical Diseases 


The danger that exotic tropical 


dis- 


eases will be spread widely through this 
country by returning service men is not 
great, Dr. R. E. Dyer, director of the 
National Institute of Health, U. S. Public 
Health Service, told state and territorial 


health officers at 
Washington. 


Besides malaria, our troops 


their conference in 


serving 


in the tropics are exposed to trypanoso- 
miasis, one form of which is the deadly 
African sleeping sickness; leishmaniasis; 


schistosomiasis, and filariasis. 
Malaria and filariasis, 


however, 


are 


the only two over which health officers 
in the U. S. need be concerned, Dr. Dyer 
said. While malaria is endemic, that is, 
always present, in certain parts of the 


South and a few other places, there 


will 


be the opportunity for the temporary 


(Continued on page 14) 


ESEARCH and exploratory information* suggest that ENZYME PRODUCTS 
used in supplemental nutrition programs should: 
1. Encompass both enzymes of stomach and small intestine. 


2. 
3. 


With these facts in mind, we offer for your deficiency-correction 
PROFOOD No. 22—a PAN-ENZYME with B-COMPLEX 
CENTRAL BIO-CHEMICALS—509 Third Ave., S.E., Cedar Rapids, !a. 


SEND DIRECT FOR SAMPLE 


Over 50 essential items of deficiency products for the Physician including COLCIN (70% 
Fiber-free Mucin)—FERRIC MUCATE (colloidal organic Iron) 


*Bibliography given on request. 


Alkaline-media ferments should be properly protected against acid media of stomach. 
The B-Complex factors should also accompany such a product. 
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BREWER & COMPANY, 


Pharmaceutical Chemists Since 1852 
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MENSTRUAL COMFORT 


While the cause of many menstrual 
aberrations may lurk obscurely in some 
systemic condition, Ergoapiol can help 
to mitigate discomfort and normalize 
functional expression by its stimulus to 
uterine tone and by its hemostatic effect. 
Its balanced ergot content, with apiol 
(M.H.S. Special), oil of savin, and aloin, 
provides welcome relief in functional 
amenorrhea, dysmenorrhea, menorrhagia, 
and metrorrhagia. Literature on request. 


MARTIN H. SMITH CO. 


150 Lafayette Street 
New York, N. Y. 
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OFF THE 
PRESS— 


This 32-page 

booklet, “The 

Therapeutic Use 

of Garlic Con- 
centrate in Hypertension,” dealing with 
medical and economic phases of hyper- 
tension, its etiology, general and spe- 
cific therapy, etc. Concise, informative, 
authentic; contains much information 
not available in any other form. Avail- 
able to physicians on request. Just sign 
and mail the coupon. 


VAN PATTEN PHARMACEUTICAL CO. 
500 No. Dearborn St., Chicago 10—CM 
Please send new booklet ‘“‘The Therapeutic Use 


of Garlic Concentrate in Hypertension.” 


Dr. 





Address. 





Town 
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CLASSIFIED 
ADVERTISEMENTS 


Have you something to sell or exchange? Do 
you want a location or an assistant? Are you 
looking for new opportunities? 


USE AND READ THIS COLUMN 
First 25 words, $2.00 (minimum). Additional 
words 8c each. Remittance should accompany 
order. 


Clinical Medicine, Waukegan, Ill. 


ANTIGOITER. VACCINE EVENTUALLY! 
WHY NOT NOW? Made of microbes propa- 
gated from goiters exclusively, and long 
proved effective in the treatment of active 
thyroid disease. Price and literature by 
writing to E. O. Houda, M.D., 1111 Fidelity 
Bldg., Tacoma, Washington. 


MORPHINE AND OTHER DRUG ADDIC- 
TIONS treated. Selected patients who wish 
to make good. Methods easy, regular, 
humane. Personal care. Dr. Weirick’s Sani- 
tarium, Elgin, Ill. 


SULFATHIAZOLE NASAL JELLY 3% in 
tubes with measuring applicators available 
to physicians. See CLINICAL MEDICINE. 
April and October, 1942. Five dollars a 
dozen sets. R. S. MacArthur, M. D., 4757 S. 
Broadway, Los Angeles, Calif. 


PAIN, CONGESTION, AND INFLAMMATION 
in otitis media, dermatitis of the outer ear, 
and other ear conditions are promptly re- 
lieved with AURALCAINE, the preferred 
aural alalgesic F.F. Formula: Antipyrine 
0.130 gm., Chlorobutanol 0.195 gm., Benzo- 
caine 0.165 gm., Glycerine qs. ad 15.00 cc. 
Priced at $4.50 per dozen ‘2 oz. dropper 
bottles. Special price with your first order 
$2.25 per dozen bottles ordered. Essex Drug 
Products Company, 118 Arlington Street, 
Newark, 2, New Jersey. 





NOTICE 
to Subscribers 


The postoffice requests that your 
postal zone number appears on 
your address. If you have not al- 
ready done so, or if your zone 
number does not already appear, 
please send us this addition to 
your address. 
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Medical News 


(Continued from page 12) 


spread of the disease in other 
through the return of infected men. 

It is important for physicians to watch 
for signs of infection in dischargeg 
troops, so that proper treatment of the 
infected persons can be instituted 

Few American physicians except those 
now serving with the forces in the tropics 
have ever seen a case of filariasis, ang 
many physicians are not familiar with 
malaria. They may, therefore, mistake 
these diseases for other conditions and 
suitable treatment may not be given 
and suitable precautions against spread 
of the diseases may not be taken. 

The danger of filariasis ever becoming 
established in this country is slight. 
Small foci of infection in areas where 
it has not previously existed may develop 
after the return of service men who have 
the larval worms in their blood and are 
bitten by the kinds of mosquitoes that 
transmit parasites. 

These foci will die out, Dr. Dyer be- 
lieves, just as the one in Charleston, 
S. C., has. Filariasis existed there for 
150 years without ever becoming estab- 
lished in other parts of the country, he 
pointed out. 


areas 


+ 


China’s Junior Medical Aids 


Eight thousand young Chinese men and 
women are carrying the burden of med- 
ical treatment of wounded Chinese sol- 
diers. The young medicos are known as 
junior medical aides, and go into the 
field after 3 to 6 months intensive 
training. 

China’s critical shortage of trained 
medical personnel is the Chinese Army's 
most serious medical problem. In Free 
China today, there are only about 6,000 
fully trained M.D.’s and only 3,000 of 
these are serving with the Chinese Army. 

The training of China’s young army of 
medical aides is accomplished in six 
Emergency Medical Service Training 
Schools, which were organized partly 
with funds supplied by the American 
Bureau for Medical Aid to China, and 
which are today being supported by 
funds obtained by United China Relief 
through the National War Fund. 

Only the most basic medical training, 
and instruction in only the most common 
diseases, can be given to the junior med- 
ical aides, since the need for their serv- 
ices is so great, but the efficacy of their 
training, and the young people’s effi 
ciency in putting into practice thei: lim- 
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ited medical knowledge, is shown partly 
by the fact that there has been no major 
epid:mic in the Chinese Army or in 
Chin: for six years. 

Fu ther proof of the worth of the Emer- 
gen¢ Medical Service Training Schools 
is the fact that fatalities among Chinese 
wounded, which were as high as 50 per 
cent ‘n 1937 and 1938, are now only about 
five oercent. 

Th. training given to the medical aides 
cons sts of instruction in first aid, in 
settig bones and treating fractures, in 
imm inization, in preventative medicine 
and in general sanitation. 


Sd 
The Army Learns Pathology 


The Army Institute of Pathology (for- 
merly known as the Army Medical Mu- 
seum) receives all data and pathologic 
specimens from operations, biopsies and 
necropsies carried out on the millions 
of Army personnel all over the world. 

This tremendous fund of scientific in- 
formation and follow-up of patients until 
recovery or death now amounts to 60 
surgical specimens and material from 
15 necropsies every day. During 1942, 
over 1,500 enucleated human eyes were 
received and almost 300 tumors of the 
bladder. 

Special studies are being carried out 
on epidemic hepatitis (which was defi- 
nitely proven not to be yellow fever), 
crush-kidney syndrome, interstitial pneu- 
monitis, the encephalitides, the Water- 
house-Friderichsen syndrome, lesions of 
lymph nodes, brain tumors and tumors 
of the thyroid. 


Material for You 


The material is now available to the 
civilian profession and information about 
its scope and the conditions under which 
it is loaned may be obtained by address- 
ing the Curator, Army Medical Museum, 
Washington, D. C. 

During a period of 14 months, 80 fatal 
cases of coronary artery disease occur- 
ring in men under 35 years of age, 132 
cases of Hodgkin’s disease, 188 tumors 
of the testis, 165 cases of gynecomastia 
and 175 primary intracranial tumors 
were studied. 

All the material and the records of the 
registry of pathology are available for 
study to the Army and to the civilian 
profession alike. The registry provides 
the Army with an unexcelled consulta- 
tion service in every field of pathology— 
Cor, J. E. AsH, M.D., in South. Med. J., 
May, 1944, 


A’ SYNONYM 
Rca for 
GENTLE SEDATION: 


BROMIDES 


Here is multiple defense 
against insomnia, the cli- 
macteric, the phobias of 
impending disaster, the 
neuroses of high powered 
living, and most of the 
symptoms due to increas- 
ed irritability of the au- 
tonomic or involuntary 
nervous system. 


Each fluid dram (teaspoons 
ful) is standardized to 
contain fifteen (15) grains. 


OD PEACOCK SULTAN CO. 


Pharmaceutical Chemists ° * 
4500 PARKVIEW 


, ST. LOUIS, MO 
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ATHLETE'S FOOT 


Ointment Tineasol 
(Night Treatment) 
1'5 oz. and '2 oz. collapsible 
tubes—also 1-Ib. jars. 
Literature and prices supplied on request 


Pulvis Thi-Oxiquin 
(Day Treatment) 
3, oz. puffer tubes 


CM-8-44 


Chemists to the Medical Profession 
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THE LEISURE HOUR 


The Editorial “We” 


A subscriber to a country weekly, be- 
ing displeased with some remarks made 
by the editor, went to his office to give 
him a thrashing. How well he succeeded 
is given in the editor’s own words: 


“There was a blow; Somebody fell. 
We got up. Turning upon our antagonist, 
we succeeded in winding his arms 
around our waist and by a quick ma- 
neuver threw him on top of us, bringing 
our back at the same time in contact 
with the solid bed of the printing press. 
Then inserting our nose between his 
teeth, and cleverly entangling his hands 
in our hair, we had him.” 


> 


Good Friends 


Two taciturn young Maine farmers en- 
listed and were assigned to different 
companies in the same regiment. They 
didn’t see each other for several days 
but finally met in the Post Exchange one 
afternoon. 

‘“‘Where ya goin’?’’ queried one. 

“None of your damn business,’’ was 
the reply, ‘‘and I wouldn’t tell you that 
much if you wasn’t a good friend of 
mine.”’ 

> 


Egotists 
I welcome doctor friends’ success 
With loud applauding cries— 


But when they boast and brag them- 
selves 


My admiration dies. 


Easy to Tell 


Victory Gardener: How in the world 
do you distinguish between vegetable 
plants and the weeds? 

Old-Timer: Easy. Just pull them all 
up, and the ones that come back are 
weeds. 

> 


Quick Response 


Who said the Navy don’t train men 
for quick action? One gunner, home on 
leave, was sitting with the cat before 
the fire while his wife went visiting. De- 
spite the fact that she had warned him 
to keep the fire burning, he dropped off 
to sleep and the fire died out. 

The wife returned, took in the situa- 
tion at a glance, and yelled, ‘‘Fire.” 

The gunner jumped up, tore open the 
door of the oven, rammed in the cat, 
slammed the door and cried, ‘‘Number 
One gun ready.”’ 


> 


Difference in Outlook 


An Englishman and an American 
were presented to the potentate of one 
of the eastern countries. On looking over 
the Englishman’s passport, the dusky 
monarch said: ‘I see, sir, that you are 
a British subject.’’ 

The Englishman, twirling his mus- 
tache, replied with pride. ‘“‘I am, sir!” 

Then the monarch, looking at the 
American, said: ‘‘And you, sir, are a 
subject of the United States?”’ 

The American, gazing at the monarch 
in amazement, replied, ‘‘Subject, noth- 
ing! I own a part of the United States.” 





Th 
whooping 
cough 


GOLD PHARMACAL CO. 


ELIXIR BROMAURATE 


GIVES EXCELLENT RESULTS 
Cuts short the period of the illness and relieves the distressing spasmodic cough. 
Also valuable in other Persistent Coughs and in Bronchitis and Bronchial 
Asthma. In four-ounce original bottles. A teaspoonful every 3 to 4 hour. 


NEW YORK CITY 
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THE AURICLE SPEARS 


The Physician Who Can’t Relax 


Many people think that only the em- 
inent surgeon or the busy specialist 
works at high speed or is under mental 
tension. A general practitioner in a vil- 
lage may find himself pushed along the 
road of “‘pressure living.’’ 

Why? Either one may feel the urge to 
see as many patients as possible and 
thereby to increase his finances and/or 
prestige. Many patients feel that the 
doctor who is always busy is the happy 
doctor, the one who “is making good,” 
and they comment so frequently on this 
aspect that the physician is impelled to 
pretend to be busy, even when he would 
rather take life easy. He keeps his office 
open from 8 in the morning until 9 at 
night to attract as many patients as 
possible, cultivates and goes out with the 
“right’”’ people, and joins lodges. 

End result: The physician’s days and 
nights are occupied, there is always 
someone to make an impression on, one 
can never relax and act as one really 
wishes and bang! out goes another coro- 
nary artery due to ‘‘overwork.’’ — A.M. 


Night Work 


Someone has given out the infor: 
that we move in our sleep on an a 
of every fifteen minutes. 
weighs 150 pounds, changing puvsition 
four times an hour, would move 6 
pounds an hour. If he spends eight hours 
in bed, he will move 48,000 pounds every 
night. 

The editor has decided that’s 
rather than laziness, he is so tired 
morning that he can hardly get 
bed. 


ation 
‘Tage 
A man who 


why, 
n the 
ut of 


+ 

Someone told us about the new Arm 
rifle—it fires so fast that it shoots eight 
times before you didn’t know it was 
leaded. 


- 
Problem of the Traveling 
Salesman 
‘*‘You’d better make the check payable 
to me, personally, to save time,”’ the 
salesman suggested. 
“Not on your life, The last equipment 
(Continued on page 8) 








Adrenal Cortex Extract 


(WILSON) 


A potent, highly purified extract of the adrenal cortex. The 
multiple nature of adrenal cortical function is now recognized. 
Adrenal Cortex (Wilson) contains the various principles of 


the adrenal cortex tissue. 


Non-irritating—non-toxic—can be administered intravenously, 
intramuscularly or subcutaneously. 


Of demonstrated efficacy in Addison’s Disease. 


Adrenal Cortex Extract (Wilson) offers other interesting 


clinical applications. 


/r\ 


MOTE 


Literature upon request 


4221 SOUTH WESTERN AVENUE 
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the EXTRA FACTOR 


in mucous membrane antisepsis 


Should an antiseptic be antiseptic only? Or should mucous membrane 
medication be only contra-congestive? Can any one preparation have 
BOTH these properties, yet combined with them the more important 
characteristic of stimulation of tissue defense mechanism? 

The single purpose of most antiseptics is germ destruction. But tox- 
icity to germs of most antiseptics is coupled in much too great a degree 
with toxicity to membranes—and such toxicity in an antiseptic is espe- 
cially undesirable when treating infections of the mucous membrane. 

ARGYROL provides both antisepsis and decongestion. ARGYROL is 
protective, detergent, pus-dislodging, inflammation-dispelling. ARGY- 
ROL is the physiologic antiseptic. Write for book on Clinical Applica- 
tion. Please insist on ORIGINAL ARGYROL PACKAGE in ordering or 
prescribing. 


MADE ONLY BY THE A. C. BARNES COMPANY, NEW BRUNSWICK, NEW JERSEY 


ARGY ROL—for physiologic 


stimulation of tissue defense function 


~ 


(“ARGYROL” is a registered trade mark, the property of A. C. Barnes Company) 
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When hypertension threatens to get 
out of control, blood pressure can often 
be effectively and safely brought down 
to lower levels by meansof ALLIMIN. 
It has been shown clinically that ALLI- 
MIN produces a gradual but sustained 
lowering of blood pressure, without the 
sudden 


-and often shocking — depression 
characteristic of the nitrite group of drugs. 
These beneficial effects usually last threugh- 


out the period of medication. 

In addition, in the great majority of cases, 
ALLIMIN affords effective relief of hyper- 
tensive headache and dizziness—often with 
remarkable promptness and efficacy, some- 
times within a few hours after medication 
has been administered. The intestinal anti- 
putrefactive action of ALLIMIN, so desir- 
able in hypertensive patients, provides. still 
another important advantage. 

Because it is neither toxic nor habit-forming 
and has no known contraindications or in- 
compatibles, ALLIMIN is especially valu- 
able where prolonged medication is required. 
Administration may be maintained without 
fear of undesirable side-effects or untoward 
after-effects. 

Available in boxes of 60 and 250 tablets, 
ALLIMIN is advertised exclusively to the medical 
profession. For professional saraple and pertinent 


literature, sign and mail the coupon. 
= 2 a ee a oe ee ee oe Ge ee 


VAN PATTEN PHARMACEUTICAL CO. 
500 N. Dearborn, Chicago 10 C.M. 9 
Gentlemen: Please send professional sample 
of ALLIMIN and covering literature. 


Dr.. 


Address___ 


Town____ 
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I bought that way I had to pay for the 
stuff twice before I got it,’’ Doctor 
Medico demurred. 

The salesman ‘flashed up”’ a paper, 
signed by the president of his company, 

Doctor Medico read the document, 
made the check payable to the salesman, 
the equipment did not arrive, and the 
company repudiated the whole trans- 
action on the ground that the salesman 
had no authority to collect the money 
and that the document which he showed 
to Doctor Medico had been obtained 
from the company by the salesman’s 
fraud. 

The next day a salesman for another 
Chicago ‘‘house’’ called on Doctor Medi- 
co, and the latter made some inquiries 
in reference to the other company, and 
the salesman who had taken the doctor's 
order. 

“Oh, yes, they’re in a big mix-up over 
that business,’’ the second salesman ex- 
plained. ‘‘Before I left Chicago the Com- 
pany sued the salesman to make him 
pay over $300 that he’d collected from 
some buyer down here, and the case 
was about ready for trial when I left.” 


“T’m the fellow he sold to and collected 
from,’’ Doctor Medico admitted, and ex- 
plained the whole situation. 


‘‘And I suppose they refused to ship 
the stuff on the ground of the salesman’s 
lack of authority,’’ the second salesman 
suggested. 


“That’s the idea.”’ 


‘“‘Well, I’m a salesman, of a sort, not 
a lawyer, but it seems to me that when 
they sue their salesman to make him 
pay over the money he collected from 
you, they can’t refuse to ship the goods 
that you paid the money for. In other 
words, by going after the salesman, they 
admit his authority as far as you are 
concerned,’”’ the salesman argued 

And the salesman was right, as the 
American Courts have laid down the 
rule that a principal who brings suit 
against an agent to recover the proceeds 
of a certain transaction, cannot repudiate 
that transaction as against the other 
party on the ground of the agent’s want 
of authority. In other words, the princi- 
pal by bringing the suit, thereby ratifies 
the action of the agent. 

“By bringing the suit for the purchase 
price, knowing all these facts, the prin 
cipal must be held to have affirmed 


(Continued on page 10) 





For your colds-susceptible patients who 
have “one cold right after another all win- 
ter’—here’s a simple, inexpensive methcd 
of protection backed. by thorough clinical 
evaluation. % 


What Is Oravax? Oravax is a small, 
white, enteric-coated tablet containing a 
wide range of antigens selected for their 
ability to build protection against organ- 
isms of secondary invasion responsible for 
debilitating sequelae of the common cold. 


Clinically Tested Protection: Controlled 
clinical studies, reported in current medi- 


Trademark ‘‘Oravax’’ Reg. U. S. Pat. Off. 


EO pas 
Orb UVa He 


THE WM. S. MERRELL COMPANY 
CINCINNATI, U.S. A. 


cal literature, have demonstrated the effec- 
tiveness of oral vaccination with Oravax 
in reducing not only the number of colds, 
but, more important, the duration and 
severity of colds that do develop. 


ORAVAX 


Oral Catarrhal Vaccine Tablet 


Reduces Incidence, Severity and Duration of Colds 


Administration of Oravax should begin early 
and continue throughout the season when colds 
are most prevalent. Dosage is one tablet daily 
for 7 days; then one tablet twice weekly. At 
prescription pharmacies in bottles of 20, 50 and 
100 tablets. 


The Wm. S. Merrell Company 9. 
Cincinnati 15, Ohio CM-O-44 
Gentlemen: Please send professional sample 


“of ORAVAX and complete information on 
clinical studies. 


City... .. ee State 
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(Continued from page 8) 


the sale and waived his right to main- 
tain the present proceedings based upon 
the disaffirmance of the sale,’’ says 
the United States Circuit Court of Ap- 
peals in a case on this point. 


“The unreserved assertion of owner- 
ship of the proceeds amounted to a 
recognition of the validity of the sale,’’ 
says another Court in laying down the 
same rule. “‘A ratification once fairly 
made, it was not revocable.’’—M.L.H. 


> 


To Be Wise—Loaf 


In this book “The Importance of 
Living,’’ Lin Yutang, the Chinese phi- 
losopher, points out that those that are 
too busy can’t be wise and the wisest 
man is he who loafs most gracefully. 

Christopher Morley, the famous writ- 
er, once said that he lies on the daven- 
port reading detective stories when some 
of his best ideas flow into his mind. 

Elbert Hubbard declared that he got 
some of his best thoughts while riding 
horseback or digging in the garden. 

There is too much piffle about pep. 
Americans think they are cheating if 


they are not rushing. We would solve 
more of our problems, develop b»iter 
ideas, if we did more loafing. Let’s loaf 
more and be wiser!—Virginia, M. M. 
Aug. 1943. 


> 


Insomnia 


A patient came to one of our field 
hospitals with the complaint that he was 
unable to sleep at night, and the doctor 
advised him to eat something before go- 
ing to bed. “But Doctor,’’ the patient 
reminded him, ‘‘two months ago you 
told me never to eat anything before 
going to bed.’’ The good doctor blinked, 
and then, in full professional dignity, 
replied, ‘‘My boy, that was two months 
ago. Science has made enormous strides 
since then.”’ —Gen. Vandegrift 


+ 


The Milk Consumer De Luxe 


Notes left in milk bottles contain sur- 
prising information. Take, for instance, 
this one, scrawled in a masculine hand 
and left for a milkman: ‘‘Please do not 
leave any milk for about ten days, and 
then start leaving eight or nine quarts 
a day — or whatever a baby needs.” 

Times Record, Troy N. Y. 


IN CONVALESCENCE, 
GRAY’S COMPOUND helps 
put the patient “back on his 


feet” more rapidly. This depend- 
able “bitter tonic’? and digestant stimu- 


lates the lagging appetite and improves as- 


EASING 


tal outlook. 


similation of reconstructive nutriments, and thus 
helps improve the patient’s physical status and men- 


Palatable. 


GRAY’'S Compound 


serves as a useful adjunct to other indicated therapy in treating respiratory disease 
and postoperative convalescents, the aged, “run-down,” debilitated patients, and 


Samples to Physicians 
Upon Request 


The PURDUE 
135 Christopher St. 


anorexic youngsters. Ingredients: Gen- 
tian, Dandelion, Sherry Wine, Gl»cer- 
ine, Phosphoric Acid, Tr. Cardamon 
Comp. and sugars. 


FREDERICK Company 
New York 14, N. Y. 





